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EXECUTIVE SUMMARY

This report presents the results of the 1995 DoD Survey of Health Related
Behaviors Among Military Personnel. This study is the sixth in a series of surveys of

active-duty military personnel conducted in 1980, 1982, 1985, 1988, 1992, and 1995 under

the direction of the Office of the Assistant Secretary of Defense (Health Affairs). All of
the surveys investigated the prevalence of alcohol use, illicit drug use, and tobacco use, as
well as negative consequences associated with substance use. The 1985 through 1992
surveys also covered an expanded set of health behaviors and related issues. In 1995,
health behavior questions were revised and items were added to assess selected Healthy
People 2000 objectives, which are a product of work disseminated in 1991 by the U.S.
Public Health Service. In addition, questions were added to examine the mental health of
the Active Force and specific health concerns of military women.

The eligible population for the 1995 survey consisted of all active-duty military
personnel except recruits, Service academy students, persons absent without official leave
(AWOL), and persons who had a permanent change of station (PCS) at the time of data
collection. The final sample consisted of 16,193 military personnel (3,638 Army, 4,265
Navy, 3,960 Marine Corps, and 4,330 Air Force) who completed self-administered
questionnaires anonymously. Participants were selected to represent men and women in
all pay grades of the Active Force throughout the world. Data were collected primarily
from participants in group sessions at military installations or by mail for those not
attending the sessions, for a 70% response rate. Data were weighted to represent all
active-duty personnel. Some of the key findings from the 1995 survey are noted below.

Substance Use and Negative Effects

The 1995 survey obtained data on alcohol, illicit drug, and tobacco use to assess
prevalence and trends in use and negative effects associated with alcohol use.
Comparisons were also made with civilian data. Findings show progress in many areas,
but also identify issues needing further attention. '

o Comparisons of findings across the survey series show a significant
downward trend in the use of alcohol, illicit drugs, and cigarettes.
For the total DoD during the 30 days prior to the date that a survey
was completed, heavy drinking declined from 20.8% in 1980 to 17.1%
in 1995; use of any illicit drugs declined from 27.6% in 1980 to 3.0%
in 1995; and cigarette smoking decreased from 51.0% in 1980 to
31.9% in 1995.

. The average daily amount of alcohol (ethanol) consumed by military
personnel decreased from 1.48 ounces in 1980 to 0.83 ounces in 1995,
a decrease of 44% in 15 years. Overall alcohol consumption also
decreased substantially among members of all of the Services. These
declines are also reflected in the increase of people who abstained
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from alcohol or who were infrequent/light drinkers from 25.6% in
1980 to 39.7% in 1995. :

- Although there have been declines in overall alcohol use, heavy
drinking (defined as having five or more drinks per typical occasion
at least once a week) remains problematic. Nearly one in five
military personnel engaged in heavy drinking. Further, much of the
observed decline in heavy drinking from 20.8% in 1980 to 17.1% in
1995 can be attributed to changes in the sociodemographic
composition of the Military since 1980. A smaller proportion of
personnel in 1995 than in 1980 came from demographic subgroups
who have higher rates of heavy alcohol use, such as personnel who
are younger, less well educated, or unmarried.

Between the 1992 and 1995 surveys, the rates of cigarette smoking
declined significantly, whereas the rates of heavy drinking and illicit
drug use did not. Nonetheless, smoking rates were considerably
above the Healthy People 2000 objective of a prevalence of no more
than 20% among military personnel.

Significant declines were found in the percentage of military
personnel experiencing alcohol-related serious consequences,
productivity loss, and symptoms of ‘dependence. Serious
consequences declined from 17.3% in 1980 to 7.6% in 1995;
productivity loss from 26.7% in 1980 to 16.3% in 1995; and symptoms
of dependence from 8.0% in 1980 to 5.7% in 1995.

Overall, 13.2% of military personnel used smokeless tobacco in the
past 30 days. Use was highest among men in the Marine Corps
(24.0%) and lowest among men in the Air Force (7.9%). Use was
inversely related to age, being highest among men aged 18 to 24
(21.9%) and lowest among men aged 35 or older (5.5%)..

Standardized comparisons showed substantial differences between
substance use patterns of military personnel and civilians. Military
personnel were significantly more likely to drink heavily than were
their civilian counterparts (17.0% vs. 12.0%); were significantly less
likely than civilians to use any illicit drugs in the past 30 days (3.1%
vs. 10.0%); and were not significantly different from civilians in their
overall rates of cigarette smoking (33.4% vs. 31.3%). However, 18- to
25-year-old military personnel were significantly more likely than
their civilian counterparts to smoke cigarettes (39.4% vs. 35.5%).

Overall findings indicate that the Military made steady and notable progress
during the 15 years from 1980 to 1995 in combating illicit drug use and cigarette smoking
and in reducing alcohol-related problems. The DoD made less progress in reducing heavy
drinking. Despite notable progress, there is still room for considerable improvement in
some areas. Cigarette smoking remained common, affecting about one in every three
military personnel; smokeless tobacco use was particularly high in men aged 24 or
younger, affecting about one out of five; and the rate of heavy drinking affected slightly
more than one in six active-duty personnel. Further, findings suggest that observed
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~ declines in heavy drinking from 1980 to 1995 (unadjusted rates) largely a function of
. changes in the demographic composition of the Military.

Healthy People 2000 Baseline Measures

The 1995 DoD survey provided data for assessing selected Healthy People 2000
objectives pertaining to rates of (a) cigarette smoking, (b) smokeless tobacco use,
(¢) overweight, (d) strenuous exercise, (e) blood pressure awareness, (f) blood pressure
control (g) cholesterol screening, (h) injuries, (i) seat belt use, () helmet use, (k) condom
use, (1) Pap tests, and (m) substance use during pregnancy. These data establish baseline
reference points for use in assessing progress toward these goals over the next several
years as the Nation and the Military approach the year 2000.

. As discussed above, the rate of cigarette use among military
personnel in 1995 (31.9%) was still considerably above the objective
of reducing the prevalence of cigarette smoking among military
personnel to no more than 20% by the year 2000. Similarly, the
prevalence of current smokeless tobacco use among young men aged
18 to 24 (21.9%) was considerably higher than the objective of 4% for
males aged 24 or younger.

] Overall, the Military in 1995 had met or exceeded five of the targets
examined (overweight for personnel aged 20 or older, strenuous
exercise, seat belt use, Pap smears ever received, and Pap smears

. received in the past 3 years).

. Other targets had been met by at least some demographic subgroups
in the Military, even if not by the entire force. For example, the
objective of 75% of people having had their cholesterol checked in the
past 5 years had been reached among personnel aged 25 to 49 and
those aged 50 or older.

. Military personnel were 10 percentage points or less away from
reaching the Healthy People 2000 targets for another four behaviors
(overweight for personnel under age 20, helmet use for motorcyclists,
condom use, no cigarette use during pregnancy).

. The percentage of personnel with a history of high blood pressure
who were taking action (i.e., taking medication, dieting, cutting down
on salt intake, exercising) to control their blood pressure (49.3%) was
considerably lower than the Healthy People 2000 objective of at least
90%. Among personnel who had a greater likelihood of being
currently hypertensive, the percentage of these personnel who were
taking action to control their blood pressure (61%) was still
considerably lower than the target of 90%.

. The rate of hospitalization for injuries in the past 12 months

(approximately 3,400 per 100,000 personnel) was more than four
times higher than the targeted rate of 754 per 100,000 personnel.

. Thus, the Military made good progress by 1995 in a number of areas, but faces
considerable challenges in meeting the targets in all areas by the year 2000. The areas
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where targets were met are those where military regulations help ensure compliance with

the desired behaviors (weight control, exercise, seat belt use, Pap tests). It is likely to be 7N
more challenging to reach the targets in other areas where change is more dependent on o
the initiative of individuals. The largest gaps and great.est challenges will be to meet the

objectives for smoking, smokeless tobacco, blood pressure screening, controlling high blood

pressure, reducing injuries that require hospitalization, and increasing helmet use by

bicyclists. In addition, the fact that the Military may have met a Healthy People 2000

objective in 1995 may not guarantee that it will continue to meet this objective in

subsequent years.

Findings on condom use among sexually active unmarried personnel also suggest
that this is an area needing additional health education interventions. Future
interventions will need to encourage personnel with multiple sexual partners to reduce
their risk for sexually transmitted disease (STD) infection or transmission through
reductions in the numbers of sexual partners, more consistent use of condoms, or both.
Overall, Military personnel had high levels of knowledge that the virus that causes the
acquired immune deficiency syndrome (AIDS) can be sexually transmitted between a man
and a woman. Nonetheless, there was little relationship between the number of sexual
partners that unmarried personnel had in the past 12 months and whether they used a
condom the last time they had sexual intercourse. Furthermore, a sizable percentage of
sexually active unmarried personnel who had multiple sexual partners used condoms
inconsistently or not at all when they had sexual intercourse. /—‘\

Mental Health, Stress, and Coping

The survey examined a variety of mental health issues among military personnel,
including stress, coping mechanisms, symptoms of depression, and relationships between
alcohol use and mental health problems.

. Military personnel were more likely to describe their military duties
as stressful than their family or personal lives. The most frequently
indicated stressor for both men (23.7%) and women (21.1%) was
separation from family. Men (17.1%) were more likely than women
(6.9%) to experience stress due to deployment, whereas women
(17.0%) were more likely than men (12.3%) to perceive stressors
related to changes in the family.

. A somewhat greater percentage of women (20.8%) than men (17.1%)
screened higher for depression and those who were younger, less well
educated, single, and in the lower enlisted pay grades showed higher
rates of depressive symptomatology. The differences should be
interpreted with caution, however, recognizing that comprehensive
assessment procedures are required to identify cases of specific
psychiatric disorders, such as major depressive disorder.

. The three most commonly used strategies for coping with stress were N
adopting a problem-solving approach, seeking social support, and ’
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engaging in health-related behaviors, such as exercise. However,
nearly a quarter of military personnel commonly used alcohol to cope
with stress, daily pressures, and feelings of depression.

o Heavy users of alcohol had more problems with stress and more
mental health problems than did their counterparts who did not
drink. This suggests that there is a strong comorbid relationship
between heavy alcohol use and mental health problems and is an
area needing further assessment.

Overall, these data indicate that most military personnel have good mental health
and appropriate coping mechanisms for managing stress. However, a sizable group
experience problems in these areas, which suggests the need for more attention to these
issues. It is important to understand these relationships, the risk factors that contribute
to them, and the potential clinical, research, and policy actions that should be taken to
address them.

Health Issues Among Military Women

The survey also investigated several health issues that may affect the readiness of
military women: stress associated with being a woman in the Military, access to. and
satisfaction with obstetrical and gynecological (OB/GYN) care, receipt of Pap smears,
pregnancy, prenatal care, and substance use during pregnancy. Overall findings suggest
that military women believed that they had good access to health care services. However,
survey findings also suggest that women’s health may have been compromised in several
ways.

. About 33% perceived high levels of stress associated with being a
woman in the Military.

. The receipt of Pap smears was nearly ﬁniversal, OB/GYN services
were reportedly easy to obtain, and military women were generally
satisﬁed with the quality of care received in the Military.

. More than 80% of military women who had been pregnant within the
past 5 years received prenatal care within the first trimester.

. Approximately 84% of military women who were pregnant in the
past 5 years did not smoke cigarettes during their last pregnancy.
This percentage of abstinence from cigarettes during pregnancy was
somewhat lower than the Healthy People 2000 objective of 90%.
About 85% of women who had been pregnant in the past 5 years
abstained from alcohol during their last pregnancy.

Maintaining the health of the Active Force is an important factor contributing to
mission readiness. The findings noted above and other related findings are discussed in
greater detail in the report. The report also describes the methodologies used to develop
these estimates and suggests areas in need of attention to address key health issues
facing the Military in the 1990s.
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1. INTRODUCTION AND BACKGROUND

In this report, we present the findings from the 1995 Department of Defense (DoD)
Survey of Health Related Behaviors Among Military Personnel, conducted by the
Research Triangle Institute of Research Triangle Park, North Carolina. We describe
substance use, health behaviors related to selected Healthy People 2000 objectives (Public
Health Service [PHS], 1991), and progress since 1980 toward achieving health-related
goals set forth by the DoD. For this report, "substance use" includes use of alcohol, other
drugs, and tobacco (cigarettes, smokeless tobacco, and pipes and cigars).

This study is the sixth in a series of surveys of military personnel across the world
conducted in 1980, 1982, 1985, 1988, 1992, and 1995 under the guidance of the Office of
the Assistant Secretary of Defense for Health Affairs or OASD(HA). All of the surveys
have assessed the prevalence of alcohol use, drug use, and tobacco use; adverse
consequences associated with substance use; and since 1982, trends in substance use and
related adverse consequences of use. Beginning in 1985, the surveys examined the effect
of health behaviors other than substance use on the quality of life of military personnel.
In 1988, this emphasis was expanded and oriented around the DoD health promotion
objectives and provided information about knowledge of and attitudes toward the acquired
immune deficiency syndrome (AIDS). In 1992, in collaboration with the DoD and the
Services, we broadened this aspect of the survey even further to give greater emphasis to

health risks, knowledge and beliefs about AIDS transmission, and nutrition, as well as
other special issues, including the impact of Operations Desert Shield and Desert Storm
on substance use rates and the effects of problem gambling in the Military. In 1995, we
revised the health behavior questions and added items to assess selected Healthy People
2000 objectives. Also in 1995, we included additional questions to assess the mental
health of the force and specific health concerns of military women, including stress,
pregnancy, substance use during pregnancy, and receipt of health services.

In this chapter, we discuss the relevance of health promotion to the Military,
provide background on the DoD survey series, describe objectives for the 1995 survey, and
briefly present findings from other studies of the prevalence of substance use and other
health behaviors among military personnel.

1.1 Organization of the Report

In this report, we describe the substance use and other health behaviors among
active-duty military personnel throughout the world in 1995. We describe the general
methodology for the 1995 survey in Chapter 2, including sampling design, instrument
development, data collection procedures, survey performance rates, sample participants
and military population characteristics, key definitions and measures, analysis
techniques, and strengths and limitations of the data. In Chapter 3, we provide an
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overview of trends in substance use and other health behaviors for the total DoD
population, including measures related to specific Healthy People 2000 objectives. Trend
analyses presented in Chapter 3 compare findings from the 1995 DoD survey with
findings from the five previous surveys conducted worldwide for the DoD.

In the next three chapters, we describe the prevalence, trends, correlates, and
comparisons with the civilian population of rates of alcohol use (Chapter 4), illicit drug
use (Chapter 5), and tobacco use (Chapter 6). Chapter 6 also describes progress in
meeting the Healthy People 2000 objectives on cigarette smoking and smokeless tobacco
use. ,

Chapter 7 examines health behaviors and health promotion, including behaviors
related to fitness and cardiovascular disease risk reduction, injuries and injury
prevention, and sexually transmitted disease (STD) risk reduction, including an
assessment of progress toward Healthy People 2000 objectives in each of these areas. In
connection with findings on STD risk reduction, we also present information on military
personnel’s knowledge and beliefs about AIDS.

Chapters 8 and 9 examine two special issues: mental health of the force and
health issues specifically affecting women in the Military. Chapter 8 examines sources of
stress and coping mechanisms, symptoms of depression, and relationships between mental
health problems and alcohol use. Chapter 9 discusses military women’s perceptions of
stress associated with being a woman in the Military, perceptions of the quality of
obstetric and gynecological (OB/GYN) care, health behaviors related to cervical cancer
screening and pregnancy, and maternal and infant health issues.

We have also included several appendices to assist readers interested in details
about the sampling and analysis methodologies we employed. Appendix A describes the
sampling design for the 1995 survey. Appendix B contains a discussion of sample
weighting and estimation procedures. We have designed Appendix C to help readers use
our estimates of sampling errors and to clarify the suppression rule used with the
estimates. Appendix D is a set of supplemental tables that augment data reported in the
main text. Appendix E provides a detailed discussion of alcohol summary measures used
in this report. In Appendix F, we discuss the technical details of our approach to
standardization and to multivariate analyses. Appendix G compares alcohol drinking
levels based on two estimation procedures. Finally, Appendix H is a copy of the survey
instrument for the 1995 survey.
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1.2 Health Promotion and the Military
1.2.1 Background and Relevance

In the United States, public health measures, such as improved sanitation,
better housing conditions, improved nutrition, immunizations, and development of
antibiotics, have been largely responsible for reductions in deaths due to infectious
diseases that were common in the early part of this century. In 1900, for example, the
major causes of death were infectious diseases, such as influenza, pneumonia, diphtheria,
and tuberculosis (PHS, 1979). In contrast, the current major causes of death in the
United States are now chronic diseases; nearly two-thirds of the deaths in the United
States in 1991 were caused by heart disease, cancer, and stroke. Unintentional injuries
were the fifth leading cause of death in the United States in 1991, after heart disease,
cancer, stroke, and chronic obstructive pulmonary diseases (Centers for Disease Control
and Prevention [CDC], 1993a). Among adolescents and young adults aged 15 to 24,
however, unintentional injuries are the leading cause of death (PHS, 1991; CDC, 1992).

In addition, AIDS was the ninth leading cause of death in 1991 (CDC, 1993a).
Although male-to-male sexual contact remains the most common route of infection (CDC,
1994c, 1995), a rapidly increasing proportion of AIDS cases are being infected with the
human immunodeficiency virus (HIV) through heterosexual contact with an infected
partner, due in part to an expanded case definition of AIDS that is identifying an
increased number of women with AIDS (CDC, 1994c, 1994e).

Although these diseases and injuries may sometimes be caused by environmental
conditions (e.g., occupational exposure to a known carcinogen, such as asbestos), many of
these problems are related to "lifestyle" factors, such as cigarette smoking, lack of
exercise, fat and cholesterol intake, alcohol use (including driving while impaired), nonuse
of seat belts, or risky sexual behaviors (e.g., not using condoms or having multiple sexual
partners). In particular, the Surgeon General considers tobacco use to be the single most
important preventable cause of death and disease in the United States (Office on Smoking
and Health, 1989). More than one in four of the deaths in the United States each year
can be attributed to alcohol, illicit drug, or tobacco use (Institute for Health Policy [IHP],
1993). Cirrhosis of the liver, which is often associated with chronic, heavy alcohol use,
was the 11th leading cause of death in 1991 (CDC, 1993a). In the second half of 1992,
alcohol was also involved in some 45% of motor vehicle fatalities, and over one-third of
these fatalities had blood alcohol concentrations of 0.10% or greater, at or above the legal
level of intoxication in most States (CDC, 1993c, 1993d).

In addition, cancer screening procedures, such as Pap smears, can detect

potentially malignant cell growths early in their development. Thus, although cervical
cancer is a major cause of cancer-related deaths among women (CDC, 1993b, 1994a), such
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deaths can be prevented if the cancers are detected sufficiently early (CDC, 1994d; PHS,
1991).

Just as these health-related behaviors are of relevance to society in general, they
are also of interest and concern to the DoD and the Services fer a number of reasons.
First, the health behaviors and habits that military personnel acquire or receive
reinforcement to maintain during their stay in the Military can sow the seeds for the
kinds of chronic diseases described above, or reduce the risk of these diseases. Even
though the military force is comprised primarily of young, healthy individuals, behaviors
such as cigarette smoking and heavy alcohol use can lead to serious health problems later
in life. Conversely, military personnel can still maintain behaviors that promote health,
such as vigorous physical exercise, long after they are discharged. Effective management
of stress, depression, and other mental health problems can also contribute to healthier
military personnel.

Second, poor health practices among military personnel, including heavy alcohol
use and illicit drug use, interfere with the DoD mission of maintaining a high state of
military readiness among the Armed Forces. For example, abuse of alcohol or illicit drugs
can impair personnel’s work performance or pose a danger to other personnel, if these
personnel are either under the influence of alcohol or other drugs or recovering from the
effects of these drugs when carrying out their military jobs. Moreover, alcohol and other
drug abuse can create personal or family problems, which in turn can interfere with job
performance.

Third, the DoD considers any use of illicit drugs by military personnel to be abuse.
The rationale for this policy is that the defiance of laws prohibiting use of illicit drugs can
have a potentially deleterious effect on military discipline, even if the effects or
consequences of such use are minimal. :

For these reasons, the DoD has been placing increased emphasis on health
promotion since the 1980s. In the remainder of this section, we briefly describe DoD
health promotion policies. We also discuss health objectives for the Nation and the
Military and their relevance to the 1995 DoD survey. Finally, we discuss general health
issues specifically confronting military women.

1.2.2 DoD Health Promotion Policies

The DoD has had long-standing interest in the health and well-being of its
members. Indeed, having ready access to a comprehensive health care program at little
or no cost to the member has long been viewed as an important benefit of military life
(Stanley & Blair, 1993). Health promotion efforts in the Military emerged as an
outgrowth of problems that surfaced due to drug and alcohol abuse in the 1970s. In
response to reports of widespread drug abuse among troops during the Vietnam War, and
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in recognition of the significance of the alcohol abuse problem in the Services, the DoD
issued a policy directive in March 1972 (No. 1010.2) that set forth prevention and
treatment policies for alcohol abuse and alcoholism among military personnel. Other DoD
policy directives (e.g., DoD Directives Nos. 1010.3 and 1010.4 and Instruction Nos. 1010.5
and 1010.6) and programs provide for the following:

] assessment of the nature, extent, and consequences of substance use
and abuse in the Military;

. prevention programs designed to deter substance abuse, which
include both education and drug urinalysis testing;

. treatment and rehabilitation programs designed to return substance
abusers to full performance capabilities; and

. evaluation of drug urinalysis programs and treatment and rehabilita-
tion programs. -

In 1986, the DoD established a formal, coordinated, and integrated health
promotion policy (DoD Directive No. 1010.10) designed to improve and maintain military
readiness and the quality of life of DoD personnel and other beneficiaries. This directive
defined health promotion as activities designed to support and influence individuals in
managing their own health through lifestyle decisions and self-care.

The health promotion directive identified six broad program areas: smoking
prevention and cessation, physical fitness, nutrition, stress management, alcohol and
other drug abuse prevention, and prevention of hypertension.

Smoking prevention and cessation programs aim to create a social
environment that supports abstinence and discourages use of tobacco products, thereby
creating a healthy working environment. The programs also seek to provide smokers with
encouragement and professional assistance to stop smoking. Information on the health
consequences of smoking is to be presented to military personnel when they enter the
Military, as part of routine physical and dental examinations, and at the time of a
permanent change of station (PCS). At entry, nonsmokers are encouraged to refrain from
smoking, and smokers are encouraged to quit. In early 1994, the DoD issued Instruction
No. 1010.15 mandating a smoke-free workplace. Under this instruction, smoking is
banned indoors in all DoD workplaces. Policy related to smoking in clubs, eating
facilities, and living facilities, such as bachelor’s quarters, is still governed by DoD
Directive 1010.10, which permits smoking areas to be designated if adequate space is
available for nonsmokers and ventilation is adequate to provide them a healthy
environment.

Physical fitness programs aim to encourage and assist military personnel to
establish and maintain the physical stamina and cardiorespiratory endurance necessary
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for good health and a productive lifestyle. Programs that integrate fitness activities into
normal work routines and community activities are encouraged.

Nutrition programs aim to encourage and assist military personnel to establish
and maintain dietary habits that contribute to good health, prevent disease, and control
weight. The weight control aspect of health promotion overlaps with the goals of physical
fitness programs discussed above, but nutrition programs also provide information about
the nutritional value of foods and the relationship between diet and chronic disease.

Stress management programs aim to reduce environmental stressors and to
help target populations cope with stress. Commanders are to develop leadership practices
and work policies that promote productivity and health and to offer education to military
personnel on stress management techniques.

Alcohol and other drug abuse prevention programs aim to prevent the
misuse of alcohol and other drugs, eliminate the illegal use of such substances, provide
counseling or rehabilitation to abusers who desire assistance, and provide education to
various target audiences about the risks associated with drinking. (This policy
supplements earlier alcohol and drug abuse prevention policy.) '

Hypertension prevention programs aim to identify hypertension early, provide
information about control and lifestyle factors, and provide treatment referral where
indicated.

As a response to the health promotion directive, the individual Services established
their own health promotion programs consistent with DoD policy to meet the distinctive
problems and needs of their members.

In 1991, the DoD set forth a comprehensive military policy on the identification,
surveillance, and administration of military personnel infected with HIV (DoD Directive
No. 6485.1). The policy provides for testing of military members and candidates for
accession and establishes procedures for dealing with those who test positive for HIV. In
addition, the Military is providing extensive education about how HIV is transmitted and
how to prevent transmission.

In addition, after the publication of Healthy People 2000 (PHS, 1991), the DoD
identified a subset of objectives of most relevance to the military. These objectives have,
in part, focused attention on specific health-related behavior changes that are desirable to
achieve during the present decade. In the next section, we discuss these objectives for the
Nation and the Military in greater detail.




1.2.3 Healthy People 2000 and the Military

Beginning with Healthy People: The Surgeon General’s Report on Health
Promotion and Disease Prevention (PHS, 1979) and continuing in 1980 with Promoting
Health/ Preventing Disease: Objectives for the Nation (PHS, 1980), the Federal
Government has adopted a national health agenda. Broadly speaking, the agenda is
aimed at taking steps to prevent unnecessary disease and disability and to achieve a
better quality of life for all Americans. These initial efforts were followed by Healthy
People 2000: National Health Promotion and Disease Prevention Objectives (PHS, 1991).

" The purpose of Healthy People 2000, which sets out health objectives to be achieved
by the year 2000, is to commit the Nation to the attainment of three broad goals during
the decade of the 1990s:

. increase the span of healthy life for Americans,
] reduce health disparities among Americans, and
. achieve access to preventive services for all Americans.

Responding effectively to the health challenges of the 1990s requires a clear understand-
ing of the health-related threats and opportunities facing Americans. This is to be
achieved by setting measurable targets or goals across 22 priority areas grouped into four
categories (health promotion, health protection, preventive services, and surveillance and
data systems) as follows:

] Health Promotion:

Physical Activity and Fitness

Nutrition

Tobacco

Alcohol and Other Drugs

Family Planning

Mental Health and Mental Disorders
"Violent and Abusive Behavior

Educational and Community-Based Programs

L] Health Protection:

9. Unintentional Injuries

10.  Occupational Safety and Health
11. Environmental Health

12. Food and Drug Safety

13.  Oral Health

0N e 0o b0 1

° Preventive Services:
14. Maternal and Infant Health
15. Heart Disease and Stroke
16. Cancer
17. Diabetes and Chronic Disabling Conditions
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18. HIV Infection

19.  Sexually Transmitted Diseases

20. Immunization and Infectious Diseases
- 21, Clinical Preventive Services

U Surveillance and Data Systems
22.  Surveillance and Data Systems

Health promotion strategies relate to personal choices made in a social context that
reflect an individual’s lifestyle and influence prospects for future health. Health
protection strategies are those related to environmental or regulatory measures that
confer protection on large population groups. In contrast to health promotion strategies
(which have an individual focus), health protection strategies generally involve a
community-wide focus. Preventive services include counseling, screening, and
immunization interventions for individuals in clinical settings. Surveillance and data
systems are incorporated to ensure useful measurement of progress toward achievement
of the objectives. Existing data sources (e.g., ongoing surveys) are identified that can be
used to measure progress, and the need for additional data sources are noted. The key to
the effort is a set of 383 measurable national health objectives for reducing preventable
death, disease, and disability. |

Healthy People 2000 calls for individuals, families, communities, health
professionals, the media, and government to share the responsibility to improve the
Nation’s health profile. Simply stated, all segments of society must work together to meet
the challenge of the Healthy People 2000 goals and objectives. Healthy People 2000 offers
hope that through cooperative efforts, all Americans can live longer, healthier lives.

The response from the DoD has been a review of the Healthy People 2000 objec-
tives to identify those most relevant to the Military. Of the 383 objectives, 181 were
identified as being of initial primary concern to DoD. Of these 181 objectives, 45 were
prioritized and designated to be of the highest importance for near-term measurement
(Office of the Assistant Secretary of Defense [Health Affairs], 1992). From these 45
objectives, the DoD identified a subset that focused on health-related behaviors thought to
be measurable with surveys.

The DoD has identified the 1995 DoD survey as the key source of measures for
many of these objectives. ‘As discussed in Section 1.4, a key objective of the 1995 survey
was to use the survey to establish baseline measures of many of these behavioral
objectives. Subsequent surveys can then be used to assess change and progress toward
meeting the objectives.




The 1992 DoD survey had already provided some information about a limited
number of Healthy People 2000 objectives among military personnel. Specifically, the
1992 survey provided data on objectives pertaining to

cigarette use and smokeless tobacco use,
physical exercise,
cardiovascular disease risk reduction, and

HIV and other STD risk reduction.

This effort has been expanded in the 1995 survey through the addition of new
questions specifically aimed at measuring Healthy People 2000 objectives. Specific.
Healthy People 2000 objectives addressed through the 1995 DoD survey include the

following:

reduce cigarette smoking to a prevalence of no more than 20% among
military personnel;

reduce smokeless tobacco use by males aged 24 and younger to a
prevalence of no more than 4%; _

reduce overweight, as measured by the Body Mass Index (BMI) to a
prevalence of no more than 20% among people aged 20 and older and
no more than 15% among people under age 20;

increase to at least 20% the proportion of people aged 18 or older
who engage in vigorous physical activity that promotes the .
development and maintenance of cardiorespiratory fitness 3 or more
days per week for 20 or more minutes per occasion;

‘increase to at least 90% the proportion of adults who have had their

blood pressure measured within the preceding 2 years and can state
whether their blood pressure was normal or high,

increase to at least 90% the proportion of people with high blood
pressure who are taking action to help control their blood pressure;

increase to at least 75% the proportion of adults who had their blood
cholesterol checked within the preceding 5 years;

reduce nonfatal unintentional injuries that require hospitalization to
no more than 754 per 100,000 people;v

increase use of occupant protection systems, such as safety belts,
inflatable safety restraints, and child safety seats, to at least 85% of
motor vehicle occupants;

increase use of helmets to at least 80% of motorcyclists and at least
50% of bicyclists;
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o increase to more than 50% the proportion of sexually active,
unmarried people who used a condom at last sexual intercourse,

e . increase to at least 95% the proportion of women aged 18 and older
with intact uterine cervix who have ever received a Pap test, and to
at least 85% those who received a Pap test within the preceding 1 to
3 years; and

. increase abstinence from tobacco use by pregnant women to at least
90% and increase abstinence from alcohol by at least 20%.

The.1995 DoD survey provides baseline data for these objectives and a measure of
progress for the objectives assessed in the 1992 survey.

1.3 DoD Survey Series

A systematic effort to obtain data that can be used to guide and evaluate health
and substance abuse programs and policies began in 1980 under the direction of the
OASD(HA). The DoD initiated a series of recurrent surveys to (a) improve understanding
of the nature, causes, and consequences of substance use and health in the Military;

(b) determine the appropriateness of the emphasis placed on program elements; and

(c) examine the impact of current and future program policies. The 1980 survey was
conducted by Burt Associates, Incorporated, of Bethesda, Maryland (Burt, Biegel, Carnes,
& Farley, 1980). The 1982, 1985, 1988, 1992, and 1995 surveys by Research Triangle
Institute of Research Triangle Park, North Carolina (Bray et al., 1983, 1986, 1988, 1992).
All six surveys have assessed the extent and consequences of alcohol and other drug use.
Beginning in 1985, the surveys have broadened their focus to include an assessment of
health promotion efforts.

In particular, the 1985 Worldwide Survey of Alcohol and Nonmedical Drug Use
Among Military Personnel continued the investigation of nonmedical use of illicit drugs,
alcohol use, and associated consequences (Bray et al., 1986). The survey assessed
cigarette smoking behavior in more detail, and, for the first time, investigated
involvement in health behaviors other than alcohol and other drug use. The analyses
examined the relationships of substance use and other health behaviors to health status.
Thus, the continuing concerns for monitoring the prevalence of alcohol use and
nonmedical drug use and associated consequences were placed within a broader health
promotion framework.

The 1988 Worldwide Survey of Substance Abuse and Health Behaviors Among
Military Personnel maintained the prior emphases on nonmedical drug use and alcohol
use and associated consequences and programmatic responses (Bray et al., 1988).
However, the examination of health attitudes and behaviors had a more central role.
Hence, the name of the survey was changed accordingly. Questions on health behaviors
other than substance use were augmented, and additional questions on stress were
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included. Overall, the questions permitted the assessment in the Military of the DoD

health promotion areas of alcohol and drug abuse prevention, smoking prevention and
cessation, physical fitness, nutrition, stress management, and hypertension prevention
behaviors. In addition, the 1988 survey examined attitudes and knowledge related to

AIDS, with a view toward determining the need for additional educational efforts.

The 1992 Worldwide Survey of Substance Abuse and Health Behaviors Among
Military Personnel was placed within a broad health promotion framework that continued
prior emphases on nonmedical drug and alcohol use and associated consequences and
programmatic responses (Bray et al., 1992; Bray, Marsden, Harbold, & Peterson, 1993).
However, the 1992 survey included more extensive comparisons of DoD survey findings
with civilian data on alcohol, illicit drug, and cigarette use. In addition, we examined
health attitudes and behaviors in greater depth than in prior DoD surveys. We included
questions that permitted us to assess progress in the Military in alcohol and other drug
abuse prevention, as well as smoking prevention and cessation, and to provide data on
health risks, nutrition, stress, and hypertension. The final report for the 1992 survey also
discussed findings on the following health behaviors in relation to specific Healthy People
2000 objectives: cigarette smoking, smokeless tobacco use, condom use, exercise, blood
pressure screening and cholesterol screening, and actions taken to control high blood
pressure.

In addition, the 1992 survey examined relationships between involvement in
Operations Desert Shield and Desert Storm and rates of substance use. The 1992 survey
also included questions for the first time to assess the prevalence of anabolic steroid use
and included questions to estimate the prevalence of problem gambling in the Military. A
special analysis conducted as part of the 1992 survey involved estimating the medical
costs of tobacco and alcohol abuse.

1.4 Overview and Objectives of the 1995 DoD Survey

The 1995 suri'ey continues this broader health promotion focus begun in 1985 and
expanded in later surveys and includes a greater emphasis on information for assessing
progress toward Healthy People 2000 objectives. Within the contexts of the entire survey
series and the health promotion focus of more recent surveys in the series, the 1995 DoD
survey has two broad aims:

° to continue the survey of substance use among military personnel;
and

. to establish baseline data to assess progress toward selected Healthy
People 2000 objectives.

1-11




In keeping with these two aims, major objectives of the 1995 survey are as follows:

o to continue the analysis of trends in use of alcohol, illicit drugs, and
" cigarettes, and consequences associated with substance use;

o to describe important correlates of substance use among military
personnel in 1995;

. to compare rates of alcohol, illicit drug, and cigarette use among
military personnel in 1995 with rates from comparable civilian
populations;

e to provide estimates for health behaviors pertaining to fitness and

cardiovascular disease risk reduction, injuries and injury prevention,
STD risk reduction, cervical cancer screening, and maternal and
infant health,

e ' toidentify important correlates of these health behaviors; and

° where appropriaﬁe, to compare health behavior data between 1992
and 1995.

Thus, this report for the 1995 survey continues to provide estimates of use of alcohol,
illicit drugs, and cigarettes, but it gives considerable attention to health behaviors other
than substance use.

" As part of the objective of estimating the prevalence of use of different tobacco
products in 1995, the number of questions about use of smokeless tobacco products (i.e.,
chewing tobacco or snuff) was expanded to allow measurement of the prevalence of
smokeless tobacco use in the past 30 days (i.e., current use) and throughout the lifetime.
Smokeless tobacco use was first included in the survey series in 1985, but has been
limited to a single question about frequency of use in the past 12 months.

The 1995 survey also included more detailed questions about the mental health
and quality of life of military personnel. Specifically, the questionnaire contained
questions about stress experienced at work and in family life, specific sources of stress,
and approaches to dealing with stress. It also contained questions about global mental
health status and symptoms of depression.

Finally, the content of the 1995 survey reflected the increasingly important role of
women in the Military and special considerations being directed to their health needs
(Institute of Medicine, 1995). For the first time in the survey series, a set of questions
was included on health issues that apply specifically to military women. Some of these
questions provide- information for Healthy People 2000 objectives that apply to women but
not men (i.e., Pap tests and substance use during pregnancy). Other questions ask about
access to OB/GYN care, opinions about the quality of that care, the amount of stress
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associated with being a woman in the Military, pregnancy history, and receipt of prenatal
care services.

- 1.5 Pribr Studies on Substance Use Among the Military and
Civilian Populations

A number of epidemiologic shrveys and other studies have documented the nature
and extent of substance use (i.e., alcohol, illicit drug, and tobacco use) both for civilians
and for military personnel. This section briefly reviews these data. The DoD survey
series has been the major source of comprehensive information on substance use among
military personnel. The major sources of information documenting substance use for
civilians are national alcohol surveys and the National Household Survey on Drug Abuse
(NHSDA) series for alcohol use and illicit drug use; the Monitoring the Future survey
series for alcohol, tobacco, and other drug use among high school seniors and young
adults; and the NHSDA and the National Health Interview Survey (NHIS) for tobacco
use. Findings from these surveys provide a context for interpreting findings from the
1995 DoD survey in terms of trends both within the Military and in the broader civilian
population, from which the military population is drawn.

1.5.1 Military Population Studies

Findings from prior DoD surveys on the prevalence of substance use among
personnel in the total DoD population (Bray et al., 1992; Bray, Kroutil, & Marsden, 1995;
Kroutil, Bray, & Marsden, 1994) indicate steady and notable reductions in overall alcohol
use, illicit drug use, and cigarette smoking. However, there was a less noticeable decline
in heavy alcohol use, and the declines in heavy alcohol use since 1980 could largely be
explained by changes in the Military’s demographic composition. Specific highlights from
prior DoD surveys include the following:

Prevalence of Alcohol, Illicit Drug, and Tobacco Use

. The percentage of the military population who were abstainers from
alcohol (i.e., drank once a year or less and not in the month prior to
the survey) increased significantly from 1980 (13.5%) to 1992
(20.4%), or approximately one out of five personnel in 1992.

. Overall alcohol consumption, as measured by average daily ethanol
consumption, declined significantly from 1.48 ounces in 1980 to 0.81
ounces in 1992.

® The prevalence of heavy alcohol use (i.e., consumption of five or more
drinks per occasion on at least a weekly basis in the past 30 days)
declined significantly from 20.8% in 1980 to 15.2% in 1992. The rate
was relatively stable from 1980 to 1985 (between 20% and 25% of all
personnel), decreased significantly between 1985 (22.9%) and 1988
(17.0%), and then remained at about the same level between 1988
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Demographic

and 1992 (15.2%). However, see the discussion below for the effects
of adjusting for demographic changes.

The rate of any illicit drug use in the past 30 days declined sharply
from 27.6% in 1980 to 3.4% in 1992. The decreases in illicit drug use
were statistically significant between each of the five survey years
from 1980 to 1992.

The percentage of military personnel who smoked cigarettes in the
30 days prior to the survey showed significant declines over the 12-
year period from 51.0% in 1980 to 35.0% in 1992. There were
significant declines in the prevalence of smoking between each of the
survey years following 1982.

In 1992, some 17.4% of all military personnel used smokeless tobacco
in the past 12 months. However, nearly one-third of military men
aged 24 and younger (32.5%) used smokeless tobacco in the past 12
months, and 17.1% used smokeless tobacco on a weekly basis.
Furthermore, nearly half (47.4%) of Marine Corps men aged 24 and
younger used smokeless tobacco in the past 12 months, and 23.9%
used it on a weekly basis.

Correlates of Use

Heavy alcohol use and illicit drug use were consistently related to
education, age, marital status, and pay grade across the entire
survey series. Specifically, personnel who had less education, were
younger, unmarried, and in the lower pay grades were consistently
more likely to drink heavily in the past month and to use illicit drugs
in the past year.

Military men showed a higher prevalence of heavy alcohol use than
did military women across the entire survey series. For illicit drugs,
men and women had similar rates of use from 1980 to 1988. In
1992, however, men were nearly twice as likely as women to have
used illicit drugs in the past 12 months.

Cigarette smoking was consistently related to education and pay
grade. Military personnel with less education consistently showed a
higher prevalence of smoking than personnel with more education.
Smoking was also consistently more prevalent among enlisted
personnel (E1 to E9) than among officers (O1 to 010).

Adjustments for Demographic Changes Over Time

Analyses that controlled for demographic changes in the Military
from 1980 to 1992 (i.e., increases in percentages of personnel who
were female, older, married, and had more education) indicated that
the declines in the rates of illicit drug use and cigarette smoking
were not explained by demographic changes.

Analyses of rates of heavy drinking that adjusted for demographic
changes in the Military suggested that declines from 1980 to 1992
were largely a function of changing demographics. When estimates
of heavy alcohol use were adjusted to reflect demographic changes in
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the Military, the adjusted rate of heavy alcohol use in 1992 had not
changed significantly from the 1980 rate. N

1.5.2 Civilian Population Studies

As for the military population, findings from surveys of the civilian
population indicate declines in the prevalence of cigarette smoking and any illicit drug
use, but a relatively stable prevalence of heavy alcohol use. The reductions in cigarette
smoking began in the mid-1960s following the publication in 1964 of the first Surgeon
General’s report on smoking. Declines in illicit drug use have occurred more recently,
beginning in the early 1980s. However, some recent survey data suggest that drug use,
and particularly marijuana use, may be increasing again among some subgroups in the
civilian population (SAMHSA, 1995b; University of Michigan, 1994).

Highlights on the prevalence of substance use among the civilian population based
on civilian alcohol surveys (Clark & Hilton, 1986; Clark & Midanik, 1982; Polich &
Kaelber, 1985), the 1993 and 1994 NHSDAs (SAMHSA, 1995a, 1995b, 1995¢c), the
Monitoring the Future study of high school seniors and young adults (University of
Michigan, 1994), and the NHIS (CDC, 1993e) include the following:

. In 1994, about 6% of the civilian population were heavy drinkers
(SAMHSA, 1995b). However, approximately 13% of young adults
aged 18 to 25 in 1994 were heavy alcohol users, based on reported ‘ ﬂ\
consumption of five or more drinks per occasion on 5 or more days in R
the past month. In addition, men were more likely than women to
drink and to drink heavily. Other studies have found rates of
"problem" drinking to be higher for young men, minorities, or those
with unstable work or family environments (Clark & Hilton, 1986).

o Trend data on illicit drug use from the NHSDAs (SAMHSA, 1995b)
indicate that use of illicit drugs among the civilian population
generally peaked during the late 1970s, declined through 1992, and
remained relatively stable in 1993 and 1994. Although trend data
indicate declines since the late 1970s, some 11% of the 1994 U.S.
civilian, noninstitutionalized population aged 12 and older, or
roughly 23 million civilian Americans, used at least one illicit drug in
the past year.

] The prevalence of drug use may be increasing among some
population subgroups, such as youth and young adults. In
particular, marijuana use in the past 12 months and past month
among high school seniors has been increasing since 1992. Recently
released findings from the 1994 Monitoring the Future study
(University of Michigan, 1994) indicate that nearly one-fifth (19.0%)
of twelfth graders had used marijuana in the past 30 days, up from
15.5% in 1993. Some 3.6% of high school seniors were daily
marijuana users in 1994, up from 2.4% in 1993. Preliminary
findings from the 1994 NHSDA also confirm an upturn in the .
prevalence of marijuana use among youth aged 12 to 17 (SAMHSA, N
1995b).
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1.5.3

The prevalence of cigarette smoking among civilians has decreased
markedly since the first report of the Surgeon General’s Advisory
Committee in 1964. In 1965, some 42% of adults smoked cigarettes
on a regular basis (Giovino et al., 1994); in 1992, the figure was
about 27% (CDC, 1994g).

Smoking rates for men have decreased more rapidly than for women,
decreasing the sex differential apparent in the 1960s. In 1965, 52%
of men and 34% of women were current smokers (Giovino et al.,
1994). From 1965 to 1991, the prevalence of smoking declined by
46% among men and 31% among women, such that 28% of men and
9249% of women were current smokers in 1991. Rates among men and
women in 1992 (29% and 25%, respectively) were virtually
unchanged from rates in 1991 (CDC, 1994g).

Civilian consumption of smokeless tobacco products (snuff and
chewing tobacco) increased rapidly beginning in the early 1970s
(Connolly, Winn, Hecht, Henningfield, Walker, & Hoffman, 1986),
particularly among young males. In 1994, some 17.2% of the
household population aged 12 and older had ever used smokeless
tobacco (4.8% in the past year and 3.3% in the past month)
(SAMHSA, 1995c). Past month use was substantially higher among
men than women (6.1% vs. 0.7%) and was highest among young men
aged 18 to 25 (12.1%).

Findings from the 1991 NHIS (CDC, 1993e) also indicated that the
prevalence of current smokeless tobacco use (defined as lifetime use
at least 20 or more times and reported current use) was highest
among young males aged 18 to 24. Except for women aged 65 and
older, fewer than 1% of women were current smokeless tobacco users.
White males were more likely than black and Hispanic males to be
current smokeless tobacco users. Among current smokeless tobacco
users, over one-fifth (22.9%) were current cigarette smokers, and one-

‘third (33.3%) were former smokers.

Comparisons Between the Military and Civilian Populations
Although findings from both military and civilian surveys indicate declines

in illicit drug use, smoking, any alcohol use, and heavy alcohol use, direct comparison of
rates between these two populations can be misleading because of demographic
differences-between the two populations. For example, approximately 85% of the Military
in 1992 was male (Bray et al., 1992, 1995). As noted above, men were more likely than
women in both the military and civilian populations to be heavy alcohol users. Thus,
higher rates of heavy alcohol use in the Military compared to civilians may be due in part
to a much higher proportion of males in the Military, as well as other demographic
differences between the military and civilian populations. Similarly, apparent differences
in rates of illicit drug and cigarette use between the military and civilian populations may
be due to such factors as different age and education compositions of these two

populations.
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Comparisons of rates of heavy alcohol use, illicit drug use, and cigarette use among
the military and civilian populations that have controlled for demographic differences TN
(Bray et al., 1992; Bray, Marsden, & Peterson, 1991; Marsden, Bray, Kroutil, & Wheeless, |
1993) have indicated the following:

. Rates of illicit drug use have consistently been lower among military
personnel than among civilians when demographic differences are
taken into account. The lower rates of illicit drug use among
military personnel have held for both men and women and across age

groups.

o Despite the consistently lower rates of illicit drug use among military
personnel, the gap between military and standardized civilian rates
of illicit drug use appears to be narrowing overall and among males.

. Rates of heavy alcohol use and cigarette smoking have consistently
been higher among military personnel than among civilians.

° Although rates of heavy alcohol use have consistently been higher for
the military population, the gap between the military population
rates and standardized civilian rates has narrowed for the total
population in 1992, and among women the gap has converged.

. Young military men aged 18 to 25 have consistently been the
population group with the highest prevalence of heavy alcohol use.
Furthermore, rates of heavy alcohol use among young military men
are approximately twice the standardized rates for their civilian 7N
counterparts. ' N

. The declines in the rates of cigarette use among the overall military
population parallel the declines that would have been observed
among the civilian population, if the civilian population’s
demographic characteristics had more closely resembled the
military’s. '

1.5.4 Summary

Findings from both military and civilian studies have shown declines in
illicit drug use and cigarette smoking in both populations during the 1980s and 1990s.
However, recent surveys indicate that the prevalence of illicit drug use, and particularly
marijuana use, may be increasing among some segments of the civilian population. The
prevalence of cigarette smoking among the civilian population has been declining since
the mid-1960s. Declines in the prevalence of cigarette smoking among military personnel
have occurred more recently (i.e., since the early 1980s). Although cigarette smoking
among military personnel in 1992 (35.0%) was at its lowest level since the DoD survey
series began, this rate was still well above the Healthy People 2000 target of 20% for
military personnel by the year 2000.

In both the military and civilian populations, the f)revalence of heavy alcohol use /’N\
has been more stable over time. The prevalence of heavy alcohol use in the past 30 days
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has stayed around 5% of the civilian population. Among military personnel, the actual
prevalence of heavy alcohol use has declined since the early 1980s, but this decline
appears to be due to changes in the demographic composition of the Military.

Findings from civilian surveys indicate that the prevalence of smokeless tobacco
use is highest among young adult males. Findings from the 1992 DoD survey also
indicate that the prevalence of smokeless tobacco use in the past 12 months was higher
among young males relative to the total military population.

Comparisons of rates of substance use in the military and civilian populations that
took into account demographic differences between the two populations have indicated
consistently higher rates of heavy alcohol use and cigarette use in the Military, but
consistently lower rates of illicit drug use in the Military. In particular, rates of heavy
alcohol use among military men aged 18 to 25 have been approximately twice the
standardized rates for civilian men in the same age group. '

1.6 Prior Studies on Other Health Behaviors Among the Military
and Civilian Populations

Poor health practices have been shown to decrease longevity and adversely affect
both physical and mental health. Conversely, classic studies by Belloc and Breslow (1972)
and Breslow and Enstrom (1980) demonstrated that good health practices, such as nonuse
of cigarettes, moderate use of alcohol, adequate sleep, regular exercise, and proper nutri-
tion, have an additive effect on health.

Since the Surgeon General’s report on health promotion and disease prevention
(PHS, 1979) and with the release of Healthy People 2000 (PHS, 1991), these and other
health behaviors known to affect morbidity and mortality have been monitored in the U.S.
population through the NHIS, sponsored by the National Center for Health Statistics '
(NCHS). In 1984, the CDC established the Behavioral Risk Factor Surveillance System
(BRFSS), and 15 States conducted monthly risk factor surveys throughout the year. By
1991, 47 States and the District of Columbia (DC) were participating in the BRFSS
(Siegel, Frazier, Mariolis, Brackbill, & Smith, 1993).

Concern about health behaviors other than substance use in the Military has been
more recent, and various behaviors were monitored through the 1985, 1988, and 1992
DoD surveys. In particular, the 1992 survey included items on participation in health
screening or education activities, nutritional practices, condom use, presence of specific
health risk factors (e.g., high blood pressure), perceptions of health risks associated with
different health conditions or health-related behaviors, and behavior changes undertaken
to improve health.
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1.6.1 Military Population Studies

As noted above, the 1992 DoD survey included questions about a variety of /-\

health behaviors in addition to substance use. Findings were discussed as they related to
selected Healthy People 2000 objectives. However, some health behavior measures in the
1992 DoD survey were not directly comparable to a given Healthy People 2000 objective.

Surveys have also been conducted by the individual Services. Highlights from
research on health behaviors other than substance use among the military population are
discussed below.

In 1992, over 60% of personnel in the total DoD, over half of personnel in the Navy
and the Air Force, and approximately 80% of personnel in the Army and Marine Corps
engaged in regular strenuous physical exercise for 20 minutes or more at least three times
a week (Bray et al., 1992). These rates greatly exceeded the Healthy People 2000 target of
20% for the adult population in the United States. Given the emphasis on physical
fitness as part of an overall goal of military readiness, this finding is not surprising.

- In contrast to the high rates of strenuous physical exercise, 6% of all active-duty
personnel in 1992 were told by a health professional in the past year that they were not
maintaining an adequate exercise program (Bray et al., 1992). In addition, approximately
9% of active-duty personnel in 1992 were told by a health professional in the past year N
that they needed to lose weight (Bray et al., 1992). A Navy study involving use of a L
Health Promotion Tracking Form (HPTF) estimated that approximately 11% of Navy
personnel were above the Navy’s acceptable weight standards (Woodruff & Conway, 1992).
These findings were comparable with those of an earlier study indicating that
approximately 9% of the Navy population in 1988 was either overfat or obese (Conway,
Trent, & Conway, 1989; Woodruff & Conway, 1992). However, these studies do not
indicate how personnel would have been classified according to the Body Mass Index
(BMI), which is a person’s weight in kilograms, divided by the square of the person’s
height in meters.

In 1992, approximately two-thirds of personnel in the total DoD and in all four
Services had their blood pressure checked in the past year. As stated above, however, the
Healthy People 2000 objective for blood pressure screening relates to screening in the past
2 years and awareness of the result. Therefore, these 1992 data did not directly measure
progress toward this objective.

Approximately 8% of active-duty military personnel (7.9%) in 1992 were told by a
health professional in the past year that they had high blood pressure (Bray et al., 1992).
Of that group, approximately 90% were taking one or more of the following actions to
improve their health: (a) dieting to lose weight; (b) cutting down on salt or sodium in 7 H\
their diet; (c) exercising; (d) stopping smoking; or (e) cutting down on their consumption of o
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alcohol (Bray et al., 1992). Thus, it would appear that the DoD and the Services in 1992
were either very close to, or were slightly exceeding the Healthy People 2000 objective of
at least 90% of adults with high blood pressure taking action to control their blood
pressure. Moreover, respondents in the 1992 survey were not asked whether they were
taking medication to control their high blood pressure. Had such an item been included,
it is quite likely that the Military would have exceeded this 90% objective.

Slightly more than one-third of the military population (36%) in 1992 had their
cholesterol checked in the previous year. Approximately 10% of all personnel were told by
a health professional in the past year that their cholesterol was high (Bray et al., 1992).
However, most personnel may have needed to get their cholesterol checked only within
the past 5 years, not the past year.

With regard to seat belt use, Woodruff and Conway (1992) found that nearly three-
fourths of the 747 Navy personnel who completed the HPTF reported using seat belts all
or almost all of the time. The authors noted that personnel are required to use seat belts
on-base. They also suggested that legislation requiring seat belt use in many States could
be contributing to high rates of seat belt use.

The 1992 DoD survey included questions to measure condom use by military
personnel. In 1992, over half of the unmarried personnel in the total DoD (50.2%) and in
the Army (55.2%) and Navy (50.5%) who had ever had sexual intercourse used a condom
the last time they had sex, and over 45% of unmarried personnel in the Marine Corps and
the Air Force used a condom during their last sexual encounter (Bray et al., 1992). What
is not known is what percentage of unmarried military personnel in 1992 who were
currently sexually active (i.e., in the past year or past month) used a condom the last time
they had sexual intercourse. '

Thus, the 1992 DoD survey provides some indication of progress toward some
Healthy People 2000 objectives, but not all items considered the appropriate time periods
or were directly comparable to the objectives. :

1.6.2 Civilian Population Studies

Key sources of data on progress toward Healthy People 2000 objectives
among the adult civilian population in the United States include the NHIS and the
BRFSS. Other civilian studies have collected information on such behaviors as helmet
use by motorcyclists and condom use by the partners of sexually active women aged 15 to
44 Highlights from research on health behaviors other than substance use among the
civilian population are discussed below.

Findings from the NHIS indicate little change over time in rates of regular
exercise. Less than half of the adult civilian population in 1985 and 1990 exercised or
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played sports regularly (42% and 41%, respectively) (Piani & Schoenborn, 1993;
Schoenborn, 1988). Findings from the BRFSS indicate that the prevalence of overweight
(as measured by the BMI) among the adult civilian population may be increasing. The
median percentages of adults who were overweight in 1990 (22.7%) and 1991 (23.4%) were
greater than in any of the years from 1987 to 1989, when the median percentages were
approximately 20% (Siegel, Brackbill, Frazier, Mariolis, Sanderson, & Waller, 1991; Siegel
et al., 1993). These findings from the BRFSS suggest that considerable effort may be
needed to reduce the prevalence of overweight among civilian adults to no more than 20%
by the year 2000, although the rates were already at or below 20% in four States in 1991
(Siegel et al., 1993).

NHIS data indicate that large percentages of the adult population in 1985 and
1990 had their blood pressure checked in the past year (85% and 87%, respectively) (Piani
& Schoenborn, 1993; Schoenborn, 1988). However, these results do not indicate whether
the people who had their blood pressure checked knew the result. In 1990, over 80% of
people with hypertension reported taking one or more of the following actions to control
their high blood pressure: taking high blood pressure medication, decreasing their salt
intake, losing weight, or exercising (CDC, 1994f). This rate of people taking action to
control their high blood pressure in 1990 was somewhat lower than the 90% target set for
the year 2000.

BRFSS data indicate that an increasing percentage of adults in the United States
are getting their blood cholesterol checked. In 1987, the median percentage of adults who
had ever had their cholesterol checked was 47% (32 States and DC participating in 1987)
(CDC, 1988b) and had risen to 55.1% by 1989 (38 States and DC participating). In 1991,
the median percentage of adults who had their cholesterol checked in the past 5 years was
approximately 64%, based on data from 47 States and DC (Siegel et al., 1993). These
BRFSS findings are consistent with trend data from other earlier studies showing
increases in the prevalence of cholesterol screening (Schucker et al., 1987). However, the
median rate in 1991 was still below the Healthy People 2000 target of at least 75% of
adults having their cholesterol checked in the past 5 years.

With regard to seat belt use, findings from the NHIS indicate a dramatic increase
from 1985 to 1990 in the percentage of adults who reported that they wore seat belts all
or most of the time when driving or riding in a car, from 36% in 1985 to 67% in 1990
(Piani & Schoenborn, 1993; Schoenborn, 1988). This increase has been attributed to the
growing number of States with laws requiring use of seat belts (Piani & Schoenborn,
1993). Consistent with the notion that increased use of seat belts can be attributed to
legislation requiring their use, BRFSS data indicate the five States that had the highest
percentages of regular seat belt use in 1991 (Hawaii, Oregon, California, North Carolina,
and New Mexico) allow police to ticket motor vehicle occupants for not wearing their seat
belts, without the police first having to stop the car for another traffic violation (Siegel
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et al., 1993). However, comparison of self-reported seat belt use with data from direct
observation of automobile occupants suggests that estimates of seat belt use based on self-
reported use "always" or "nearly always" can exceed estimates of use based on
observational data by about 27% (CDC, 1988a; Siegel et al., 1991). These findings suggest
that survey respondents may overreport their seat belt use.

Data from the National Highway Traffic Safety Administration’s (NHTSA’s) 19
Cities Survey provided baseline data on the prevalence of helmet use by motorcyclists in
1987. At that time, an estimated 60% of motorcyclists wore helmets when they rode
(NCHS, 1993). Data on helmet use by bicyclists has tended to be reported for children
rather than for adults (e.g., CDC, 1992), because interventions designed to encourage
helmet use among bicyclists have primarily targeted children (e.g., Dannenberg &
Vernick, 1993; Dannenberg, Gielen, Beilenson, Wilson, & Joffe, 1993; Ruch-Ross &
O’Connor, 1993).

The National Survey of Family Growth (NSFG), sponsored by the NCHS, has
collected information about condom use by the partners of sexually active women aged 15
to 44 (Mosher & Pratt, 1993). Among sexually active unmarried women, 16% consistently
had their partner use condoms when they had sex. However, sexually active unmarried
women with more than one sexual partner in the past 3 months were twice as likely as
unmarried women with only one partner to have used condoms. inconsistently (i.e.,
sometimes but not always) when they had sex (45% vs. 22%, respectively). Large
differences were also observed in rates of inconsistent condom use depending on the race
of the woman, with a higher rate of inconsistent condom use among sexually active
unmarried black women (34%) than among sexually active unmarried white women (21%).

According to the 1990 NHIS, approximately half of all women aged 18 or older had
ever had a Pap smear, up slightly from 1987, when 45% had ever had this test (Piani &
Schoenborn, 1993; Schoenborn, 1988). In both survey years, the percentage of women who
had ever had a Pap smear was directly related to income level, with women from
households with lower incomes being less likely than women from households with higher
incomes to have received a Pap smear. Data from the 1991 BRFSS indicate median
percentages of 92% for women aged 18 and older with an intact uterine cervix who have
ever had a Pap smear, and 80% for women who have had a Pap smear in the past 2 years
(Siegel et al., 1993). These median percentages are close to the Healthy People 2000
objectives of 95% for lifetime receipt of Pap smears and 85% for receipt of a Pap smear in
the past 2 years (PHS, 1991). Three States in 1991 (Colorado, Maine, and Oregon) had
already reached the year 2000 target for lifetime receipt of Pap smears, and three States
and DC had already met the target for screening in the past 2 years (Siegel et al., 1993).
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1.6.3 Summary

Findings from civilian surveys suggest that progress will still be needed
with respect to several of the health objectives discussed above. However, BRFSS data for
1991 indicated that some States were already close to or had exceeded objectives related
to cervical cancer screening (i.e., Pap smears) among women.

Findings from the 1992 DoD survey suggest that the Military in 1992 was either
very close to or had exceeded general population Healthy People 2000 objectives in the
areas of physical exercise, actions taken to control high blood pressure, and condom use
during the last sexual encounter among sexually active unmarried personnel. However,
these findings cannot predict how the Military in 1995 compares with these objectives,
because of turnover in military personnel since 1992. Findings from the 1995 survey are
important for identifying whether the Military in 1995 continues to meet or exceed these
targets. The 1995 survey also provides data to measure progress toward additional health
objectives that were not measured in 1992.

Some features of military life may facilitate the Military in achieving some of these
objectives before the year 2000. Given the emphasis in the Military on fitness and
readiness, one might expect the military population to meet the objectives related to |
exercise and overweight. Similarly, access to preventive medical care is likely to be less of
a problem in the military population than it is for some segments of the civilian
population. The Military can also mandate that personnel receive age-appropriate
medical screening at specific intervals. Thus, the Military can mandate that personnel
receive preventive medical services, such as cholesterol screening or Pap tests, in
accordance with targets set down in Healthy People 2000.

1.7 Mental Health, Stress, and Coping

In this section, we provide a brief description of selected studies examining the
interrelated areas of mental health, stress, and coping that are of relevance to Military
personnel. Unfortunately, however, little research-based information is available on the
relationship of stressors and mental health and functioning from studies of the active-duty
Military population. Several national epidemiologic studies have examined risk factors for
specific mental disorders, such as stressors, and the comorbidity of mental disorders and
substance abuse in civilian and veteran populations (Kessler et al., 1994; Kulka et al.,
1990; Regier et al., 1990).

Several recent cases of suicide among military personnel have raised concerns
about the prevalence of depressive symptoms and the relationship of depression and other
mental health problems to stress and to alcohol use. Numerous studies have reported
strong relationships between stress, alcohol consumption, and mental disorders, with
particularly robust connections reported between stressful life events and depression,
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especially for women (e.g., Pianta & Egeland, 1994). Kessler, Sonnega, Bromet, Hughes,
and Nelson (1995) found in their analysis of data from the National Comorbidity Survey
that stress-related psychiatric disorders were highly comorbid with depression and with
substance abuse and dependence. Similar relationships among mental health and
substance abuse problems have been reported in national surveys of Vietnam-era veterans
(Kulka et al., 1990).

Stressors have been studied on the basis of their frequency or ordinariness ("life
event" stressors vs. "daily hassles"), their intensity (e.g., mild, moderate, severe,
traumatic), as well as their source (e.g., work, family life) (Holt, 1982). Findings from the
National Vietnam Veterans Readjustment Study (Kulka et al., 1990), for example, show a
strong relationship between exposure to traumatic stress while serving in a military
combat zone and subsequent occupational instability. Indeed, Kulka et al.’s (1990)
research indicates that male veterans with stress-related psychiatric disorders were more
than five times as likely to be unemployed as their counterparts without such
stress-related disorders.

In civilian populations, a number of work-related stressors have been studied,
including properties of the working environment (e.g., physical hazards, noise), time
factors (e.g., length of the work day, shift work), changes in job (e.g., demotion and
transfer), and more subjectively defined stressors, such as role-related stress (e.g.,
responsibility for people), relationships with co-workers and supervisors, and
underutilization of abilities. In a review of the extensive research literature on
occupational stress, Holt (1982) reported that higher levels of stress in each of these
domains is related to poorer performance outcomes.

Stressors related to the family environment have also been studied, and this
research includes examination of major life events, such as having a child and getting
married, as well as studies of day-to-day strains, such as attempting to balance the
responsibilities of family with the responsibilities of work (Holt, 1982). Although both
men and women experience stressors related to their personal and family relationships,
women tend to report higher levels of such stress (Barnett & Baruch, 1985). Research is
needed to determine the extent to which men and women in the Military may be affected
differentially by responsibilities associated with familial factors, such as major changes in
the family environment (e.g., birth of child) or daily strains, such as financial worries. In
the 1995 DoD survey, we identified the work-related and family stressors for men and
women in the Services and examined the relationship of these stressors to a specific
indicator of work performance--loss of productivity.

Research has also shown that a number of variables can mediate the effects of

stressors on mental health outcomes, including the use of different types of coping
strategies. Coping has been defined in terms of the strategies and processes that
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individuals use to modify adverse aspects of their environment and to minimize the

amount of internal distress elicited by stressor events (Lazarus, 1966; Moos & Billings, Y
1982). Although research on the stress-moderating effects of different types of coping o
resources is more recent, this literature is characterized by a level of complexity that

precludes succinct summarization. Nevertheless, the extant research literature suggests

that coping styles aimed at managing the problem are generally more effective than

coping strategies that attempt to ignore or avoid the problem and focus on emotions

(Aldwin, 1993).

Social support, for example, is an extensively studied coping factor that has been
shown to play a central role in adapting to stress (Etzion, 1984). Considerable research
on Vietnam veterans’ postwar adjustment suggests that supportive relationships both
within and outside the Military can reduce the deleterious effects of exposure to a variety
of stressors associated with combat and military service (Egendorf, Kadushin, Laufer,
Rothbart, & Sloan, 1981; King, King, Fairbank, Keane, & Adams, 1995; Norman, 1988).
Though informative, this work has focused largely on the effects of social support on
military stressors associated with service in a war zone. At the present time, little is
known about types of coping that military personnel currently use to manage the diversity
of stressors experienced in their military duties and personal lives.

The 1995 DoD survey included a series of questions about the mental health of
active-duty personnel. As in the 1988 and 1992 surveys (Bray et al., 1988, 1992), the /A\\
1995 survey asked respondents to appraise their levels of stress at work and in their -
intimate and family relationships. For the first time in the series, respondents also
provided information on specific sources of stress and on the perceived impact of
work-related, family, and interpersonal stress on their military performance. We also
asked respondents to specify the strategies that they use to cope with stress. In addition,
we collected information on indicators of depressive symptoms and examined the relation-
ships among stress, depression, and alcohol use. In this report, we present findings on
mental health, exposure to stress, coping, and functioning.
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2. METHODOLOGY OF THE 1995 DoD SURVEY

In this chapter, we describe the methodology used for the 1995 DoD survey, which
follows the same basic methodology followed in prior surveys in the series. Our discussion
includes an overview of the sampling design, instrumentation and data collection
procedures, and survey performance rates. In addition, we describe the 1995 survey
respondents and demographic characteristics of the eligible respondent population. We
also provide an overview of measurement approaches and analysis techniques. Many of
the activities, such as questionnaire development, second-stage sampling, and support for
field operations, were collaborative efforts that involved the cooperation of the DoD, the
individual Services, and the research team. The comparability of the 1995 study design
and measures of substance use and health behaviors to those of earlier DoD surveys
enables comparisons of estimates across the survey years. Further, the similarity of key
DoD survey measures to those used in civilian surveys enables military and civilian
comparisons of substance use and health behaviors.

2.1 Sampling Design Overview

We based the sampling design for the 1995 DoD survey on a two-stage cluster
sample to achieve cost efficiency while preserving the inferential capability of the sample.
We designed the sample size for the 1995 survey to be similar to that of prior DoD
surveys. We maintained the 1995 survey at this size and scope for the following reasons:

. Scientific Validity. Previous DoD surveys attained acceptable
precision for critical prevalence rates. Similar levels of precision
were needed to produce scientifically acceptable results for the 1995
survey. :

. Trend Analysis. In previous DoD surveys, we were able to conduct
an in-depth trend analysis for each Service-pay grade group
combination. To continue such analyses, we needed to maintain the
size of the 1995 sample. :

o Declining Drug Use. Given the low rates illicit drug use in later DoD
survey years, fewer substance abusers will be found in the final
sample. Therefore, we needed an adequate sample size to assess the
prevalence of illicit drug use.

. The Drawdown. Although the size of the active-duty military
' population has been declining, a smaller population size did not
mean that we could also reduce the sample size requirements.

The eligible population of 1995 survey participants consisted of all active-duty
military personnel except recruits, Service academy students, persons absent without
official leave (AWOL), and persons who had a permanent change of station (PCS) at the
time of data collection. We excluded personnel who were recruits, were academy
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students, or were AWOL or in special environments because they either (a) were not on
active duty long enough to typify the Services or (b) were not accessible. Although
personnel with PCS status are typical of military personnel, we excluded them because of
the practical difficulties of obtaining data from them quickly enough to be of use to the
study. We assumed that the substance use and health behaviors for these individuals
were similar to those of other personnel represented in the survey. Further, the current
survey included information from an array of respondents broad enough (i.e., all pay
grades, four Services, worldwide sample) to address substance use policy and program
issues.

We selected the sample in two phases: the first- and second-stage sampling units
in the first phase, and the nonresponse sample in the second phase.

2.1.1 Phase 1 Design

We constructed the Phase 1 sampling frame in two stages. The first-stage
frame was comprised of organizational units that were located in geographical proximity
within each Service. The second-stage frame was comprised of eligible active-duty
military personnel attached to selected first-stage sampling units (FSUs). We first
constructed FSUs by combining geographically proximal Service-level organizational units
in cooperation with Headquarters Liaison Officers (HLOs) appointed for each Service. We
defined the Army, Navy, and Air Force organizational units by the Unit Identification
Code (UIC) and the Marine Corps organizational units by the Monitor Command Code
(MCC) and Reporting Unit Code (RUC). We then combined organizational units into
FSUs on the basis of five-digit ZIP codes in the continental United States (CONUS), Army
Post Office (APO)/Fleet Post Office (FPO) numbers outside the continental U.S
(OCONUS), and Navy geolocation codes for afloat units.

We stratified the first-stage sampling frame by Service (Army, Navy, Marine
Corps, Air Force) within two broadly defined geographic locations:

. CONUS--The 48 contiguous States within the continental United
States, and

. OCONUS--Outside the continental United States.

In addition, in CONUS for the Navy, we used separate strata for afloat and ashore FSUs.
The use of two regions (CONUS, OCONUS) in the 1995 survey differed from the four
regions used in prior DoD surveys (Americas, North Pacific, Other Pacific, Europe). The
reason for this change was to reflect the shifting distribution of the location of military
forces due to the drawdown and the reassignment of overseas personnel back to CONUS.

We selected the first-stage sample with probability proportional to size and with
minimum replacement (Chromy, 1981). We selected the first-stage sample sequentially
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from a frame listing that was ordered by the Service-specific major commands to ensure
their proportional representation within each first-stage stratum. In total, we constructed
592 FSUs, each with a minimum of 300 individuals, and selected 59 FSUs (i.e., nucleus
installations) in the sample.

Second-stage sampling units were lines on the personnel rosters of the
organizational units selected at the first stage of sampling. We stratified the second-stage
frame by pay grade groups (E1 to E3, E4 to E6, E7 to E9, W1 to W5, 01 to 03, 04 to
010) and by gender (male, female). We selected the second-stage sample with equal
probability and without replacement from within second-stage strata. We constructed
composite size measures to ensure that personnel within each gender-pay grade group in
each first-stage stratum were equally likely to be selected. The second-stage sample
consisted of 27,141 active-duty personnel (7,246 Army, 7,310 Navy, 6,458 Marine Corps,
and 6,127 Air Force).

2.1.2 Phase 2 Design

The Phase 2 sample consisted of eligible persons selected for Phase 1 who
did not participate in the survey. Phase 2 personnel were those on leave, in the hospital,
on temporary duty assignments (TDY/TAD), at sea or deployed in the field, incarcerated,
or available but absent during the Phase 1 survey sessions. We used Phase 2 data to -
adjust the Phase 1 estimates to compensate for nonresponse bias.

Additional details of the sampling frame construction, sample allocation, and
sample selection are described in Appendix A.

29 Instrumentation and Data Collection Procedures

The survey questionnaire was designed to achieve the two broad purposes of the
study, which were (a) to establish baseline measures to assess accomplishments of
selected Health People 2000 objectives, and (b) to continue the survey of substance abuse
and health behaviors among military personnel. Military personnel completed the
questionnaire during one of two phases. For Phase 1, field teams conducted group
sessions at the installations where selected personnel were stationed. For Phase 2, teams
mailed questionnaires to eligible personnel who did not participate in a Phase 1 session.
We obtained approximately 88% of the completed survey questionnaires in Phase 1.

2.2.1 Survey Questionnaire

The survey instrument was a self-administered questionnaire designed for
optical- mark reader scanning. In collaboration with the DoD, the HLOs, and other
subject-matter experts from the Services, we modified the 1992 questionnaire for 1995 to
provide measures for the survey objectives discussed in Chapter 1. The instrument

2-3




contains measures of selected aspects of substance use and other health behaviors. More
specifically, the questionnaire includes a broad array of items about the N

- quantity and frequency of alcohol use;

. adverse effects due to alcohol use;

o symptoms associated with alcohol dependence;

. use of cigarettes and other forms of tobacco;

. reasons for cigarette smoking and attempts to quit;
. frequency of nonmedical drug use;

. health behaviors related to exercise, eating, and sleeping;

] illnesses and medical care received;
o use of seat belts and helmets;
. stress experienced at work or in family life;

. physical and mental health status;
o health risks, such as high blood pressure or cholesterol;

. access to and satisfaction with medical care; 7N
. knowledge and beliefs about human immunodeficiency virus (HIV)
transmission;

. sexual practices and sexually transmitted diseases (STDs); and

sociodemographic characteristics and military experience.

The questionnaire also contains additional items about health issues for military women,
including obstetrical and gynecological (OB/GYN) care, pregnancy, prenatal care, and use
of cigarettes and alcohol during pregnancy. The questionnaire appears in Appendix H.

During the fall of 1994, we conducted a pilot study at one military installation for
each Service to examine the adequacy of questionnaire item wording, formatting, and
response alternatives. Based on inspections of item distributions and informal debriefings
of participants, we changed some items and modified item formatting/wording to enhance
clarity. '

2.2.2 Phase 1 Data Collection

Phase 1 duestionnajre administrations took place from mid-April through
mid-August 1995 at the 59 selected installations located worldwide. Data collection was /"‘\
scheduled to be completed by the end of May, but was extended due to delays in obtaining
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cooperation at selected installations. A Headquarters Liaison Officer (HLO) was
appointed for each Service, and a Military Liaison Officer (MLO) at each participating
installation was appointed to coordinate survey activities.

Each HLO performed a variety of tasks that were vital to a successful data
collection effort. Specifically, the HLOs did the following:

o generated support for the survey by sending a series of notifications
to appropriate command levels; '

° obtained MLO names and addresses for the research team;

. monitored the production of computer-generated sample personnel
lists; and

. worked with RTI staff to coordinate survey scheduling and
preparations at the installations.

Before the field team arrived, MLOs were responsible for the followihg:

] storing the survey instruments,
. receiving lists of the sampled personnel,
. notifying sampled personnel of their selection for the survey, and

o scheduling the survey sessions for the field team visit.

During the field team visits, the MLOs were responsible for monitoring and
encouraging attendance of selected personnel at the sessions and documenting the reasons
for absence. Nine 2-person RTI field teams collected Phase 1 data in survey sessions at
the installations selected for the study. In general, we coordinated arrangements with
MLOs for the data collection itinerary to permit us to survey personnel at a nucleus
installation during a 2-day visit. However, we allowed additional time at locations that
had personnel dispersed over large geographical areas. We assigned six field teams to the
CONUS region and three to the OCONUS region. Before data collection began, we held
two 1-day training sessions, one for field team leaders and the other for team leaders and
their team assistants to ensure that teams were familiar with all procedures to conduct
the survey.

The field teams’ major responsibilities were to do the following:

° establish itineraries consistent with MLO recommendations,
o coordinate preparations with the MLO at the installation,

. conduct scheduled survey sessions,
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o ship completed survey forms from installations for optical scanning,
and N

o report to RTI central staff on the completion of the survey at each
site.

At the Phase 1 sessions, field teams described the purpose of the study, assured
the respondents of anonymity, informed participants of the voluntary nature of the
survey, and showed personnel the correct procedures for marking the questionnaire. Then
team members distributed optical-mark questionnaires to participants who completed
them and returned them. On average, the questionnaire required about 50 minutes to
complete.

During the visit to an FSU (installation), team members attempted to survey all
eligible individuals. They used rosters to document individuals’ attendance at a session or
the reasons for absences. At the completion of the site visit, field teams inventoried
- completed questionnaires, reconciled the inventory with documented counts from the lists
of sampled personnel completing the survey, and packaged the questionnaires for
shipment. The teams then shipped the questionnaires to Information Services Group
(ISG), a subcontractor to RTI, for optical-scan processing.

2.2.3 Phase 2 Data Collection

N
{ }
At the conclusion of Phase 1 data collection for each FSU, field teams R
mailed questionnaires to all eligible Phase 1 nonparticipants. The procedure for
conducting the Phase 2 data collection was to '
° document the status of each individual on the selected personnel list
(e.g., attended, TDY, on leave, PCS),
° identify personnel eligible for Phase 2 data collection (this included
those who were on temporary duty assignments, on leave, deployed,
sick, geographically separated from the nucleus unit, or in jail, or
who were "no shows" for Phase 1),
° obtain a correct mailing address from the MLO for Phase 2 eligible
personnel, and
] prepare and mail a survey packet to Phase 2 personnel.
The Phase 2 packet included a cover letter from RTI that explained the purpose
and importance of the study, a copy of a blank questionnaire precoded to identify the FSU
and the study phase, and a business reply envelope for the respondent to use in mailing
the completed questionnaire directly to ISG for scanning. As with Phase 1 data collection,
‘respondents completed the questionnaire anonymously. —~
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2.3 Survey Performance Rates

Response rate information is useful for assessing the quality of survey field
operations and for assessing nonresponse bias. The term "response rate" can be used for
several different performance rates, each important from a survey operational perspective
or from a statistical perspective. In the simplest of cases, the response rate can be
calculated as the number of individuals in the population of inferential interest for whom
information was obtained, divided by the total number of individuals in the population of
inferential interest who were slated for the collection of information.

When the population surveyed and the population of inferential interest are not
the same, or when only partial information is obtained for the population units in the
sample, however, the definition becomes more complicated. For the 1995 survey, we
computed four different performance rates, which we define and describe below: eligibility
rate, availability rate, completion rate, and response rate among eligibles. Data for these
four rates are in Table 2.1 along with the corresponding response data that we used to
compute them.

2.3.1 Eligibility Rate

The eligibility rate is the percentage of individuals we selected for the
sample who were still eligible several weeks later during data collection. Some indi-
viduals we selected were ineligible because they left the military or were AWOL,
deceased, PCS, or unknown. The eligibility rate can be an important determinant of
statistical efficiency because sampling variances are high when eligibility rates are low. If
the eligibility status is not known for every case, some potential for bias due to missing
data is introduced. As shown in Table 2.1, the overall eligibility rate was 85.7%. The
rate was lowest for the Army and highest for the Air Force.

2.3.2 Availability Rate

_ The availability rate is the percentage of identified eligible persons who
were available to participate in Phase 1 group sessions. For various reasons, including
temporary duty assignment, deployment, and illness, some sampled individuals were not
available for Phase 1 questionnaire administrations. The availability rate was important
operationally, largely determining the facilities needed for the group sessions, data
collection schedules, and other factors. The nonresponse of available individuals added
another component to the total missing data or nonresponse bias potential. The overall
availability rate during Phase 1 data collection was 72.5%. The availability rate suggests
that we needed the Phase 2 data to compensate for the potential for nonresponse bias in
Phase 1.
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Table 2.1 Survey Response Data and Performance Rates

Service
Marine Air Total
Item Army Navy Corps Force DoD
Response Data
1. Persons selected for survey
(total sample) 7,246 7,310 6,458 6,127 27,141
2. Number of eligible persons
identified® 5,606 6,327 5,656 5,661 23,250
3. _Eligibles available during
Phase 1 data collection
sessions 3,737 4,677 3,877 4,563 16,502
4. Questionnaires obtained from
Phase 1 3,073 3,937 3,536 3,956 14,502
5.. Questionnaires obtained from ‘
Phase 1 with usable information 3,004 3,857 3,488 3,876 14,225
6. Number of Phase 2 eligible
persons identified = (Item 2 - Item 4) 2,533 2,390 2,120 1,705 8,748
7. Questionnaires obtained from A
Phase 2 data collection 650 416 477 466 2,009
8. Questionnaires obtained from
Phase 2 with usable information 634 408 472 454 1,968
9. Total questionnaires with g
usable information 3,638 4,265 3,960 4,330 16,193
Performance Rates
10. Eligibility rate (%) = (Item 2/
Item 1)*100 774 86.6 87.6 92.4 85.7
11. Availability rate (%) = (Item 3/
Item 2)*100 66.7 73.9 68.5 80.6 72.5
12. Completion rate (%) = (Item 4/
Item 3)*100 82.2 84.2 91.2 86.7 86.1
13. Phase 1 response rate among :
eligibles (%) = (Item 5/Item 2)*100 53.6 61.0 61.7 68.5 61.2
14. Phase 2 response rate among
eligibles (%) = (Item 8/
Item 6)*100 25.0 17.1 22.3 26.6 22.5
15. Response rate among eligibles =
(Item 9/Item 2)*100 64.9 67.4 70.0 76.5 69.6
Note: Response data are frequencies; performance rates are percentages.

*Excludes 3,891 individuals from the sample who had a permanent change of station (PCS) (2,577)
or who were separated (1,114), unknown (185), absent without official leave (AWOL) (10), or

deceased (5).

Source:

2-8

DoD Survey of Health Related Behaviors Among Military Personnel, 1995.



2.3.3 Completion Rate

The completion rate is the percentage of identified eligible personnel who
attended a Phase 1 session and completed a questionnaire. The completion rate affected
data-processing costs and schedules, and the missing data contributed to the potential for
biases. The 86.1% completion rate reflects the success of the field teams in obtaining
questionnaires from eligible personnel who were available to be surveyed when the field
teams were at the installations. Overall, this rate indicates that if personnel were .
available at the installations, the MLOs were effective in getting them to attend group
sessions. The Marine Corps (91.2%) had the highest completion rate, followed by the Air
Force (86.7%), the Navy (84.2%), and the Army (82.2%).

2.3.4 Response Rate Among Eligibles

The response rate among eligibles is the rate at which we obtained usable
questionnaires from eligible personnel for both phases of data collection. For the response
rate calculation, we excluded ineligible individuals from the population (i.e., those who
were separated, deceased, AWOL, PCS, or unknown). We computed this rate as the total
number of respondents who provided questionnaires with usable information from Phase
1 and Phase 2 divided by the number of eligible persons identified in the sample. Overall,
this rate was 69.6%. This is from 7% to 10% lower than in prior DoD surveys and reflects
less cooperation in the Phase 1 sessions from sampled members (especially in the Army,
but also in the Marine Corps, and Air Force) and less cooperation in Phase 2 from
personnel in all Services (especially in the Navy). Response rates were from 5% to 10%
lower for all Services than in the 1992 survey (Bray et al., 1992).

24 Sample Participants and Military Population Characteristics

Table 2.2 displays the distribution of survey respondents for each Service by region
and pay grade. Overall, we obtained 16,193 usable questionnaires from sampled
personnel. - The Air Force had the largest number of respondents (4,330), followed by the
Navy (4,265), Marine Corps (3,960), and Army (3,638). The number of respondents is the
result of the number of personnel we sampled in each Service and the response rates.

The pay grade distribution for the total DoD shows that the largest number of
participants were E4s to E6s, followed by E7s to E9s, Els to E3s, O4s to 010s, Ols to
03s, and W1s to W5s. This pattern was also consistent across CONUS and OCONUS
regions. For the analyses, we weighted the data to reflect the proportional representation
of respondents in the population (see Appendix B for additional details on weighting
procedures).

Table 2.3 shows the distribution of survey respondents for sociodemographic
subgroups. As can be seen, all subgroups had at least 140 or more respondents, most had
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Table 2.3 Distribution of 1995 Respondents, by Sociodemographic

Characteristics
Service A

Sociodemographic Marine Air Total
Characteristic Army Navy Corps Force DoD
Sex

Male 2,952 3,401 3,384 3,482 13,219

Female 686 864 576 848 2,974
Race/Ethnicity

White 2,253 3,007 2,666 3,195 11,121

Black 853 559 648 611 - 2,671

Hispanic 307 299 451 279 1,336

Other 225 400 195 245 1,065
Education

' High school or less 847 1,610 1,769 878 5,104

Some college 1,725 1,665 1,340 2,305 7,035

College degree or beyond 1,066 990 851 1,147 4,054
Age

20 or younger 350 399 488 368 1,605

21-25 761 836 1,048 1,058 3,703

26-34 1,004 1,232 895 1,276 4,407

35 or older 1,523 1,798 1,529 1,628 6,478
Marital Status

Not married 1,229 1,437 1,471 1,376 5,513

Married 2,409 2,828 2,489 2,954 10,680
Pay Grade '

E1l-E3 570 815 887 842 3,114

E4-E6 1,004 1,266 1,047 1,699 5,016

E7-E9 1,063 1,307 1,070 961 4,401

W1-W5 249 143 240 NA 632

01-03 331 338 372 332 1,373

04-010 421 396 344 496 1,657
Total Personnel 3,638 4,265 3,960 4,330 16,193

Note: Table entries are number of respondents who completed a usable questionnaire.
NA = Not applicable.
Source: DoD Survey of Health Related Behaviors Among Military Personnel, 1995.
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several hundred, and almost half had over 1,000 respondents. Many tables in subsequent

chapters of the report present data in the form of some variation of the pattern shown in N
Tables 2.2 and 2.3. Because of the large number of different cell sizes, it was not feasible

to present sample sizes in the individual analytical tables. Thus, readers will need to

refer to these tables for the approximate sample sizes used. |

Table 2.4 presents the sociodemographic characteristics of the 1995 eligible
respondent population. These estimates are based on data from the sample respondents
who were weighted and poststratified to represent the eligible respondent population (see
Appendix B for a discussion of weighting procedures). This eligible respondent popula-
tion, which included all active-duty personnel except recruits, Service academy students,
those who were AWOL, and those who were PCS at the time of data collection, accounted
for nearly 90% of all active-duty personnel (see Table B.1 in Appendix B). Because the
eligible respondent population omitted some personnel, their characteristics may differ
somewhat from the characteristics of the total Active Force, although any fluctuations are
expected to be relatively small. As shown in Table 2.4, the majority of personnel were
males (87.6%), white (67.7%), educated beyond high school (63.2%), age 34 or younger
(77.0%), married (60.3%), and in pay grades E1 to E6 (73.9%).

Inspection of Table 2.4 also shows some notable differences in demographic
composition among the Services. The most striking contrasts occur between Marine Corps
and Air Force personnel. Personnel in the Marine Corps compared to the Air Force were
more likely to be male (95.4% vs. 84.1%); to be educated only through high school (57.8%
vs. 21.2%); to be age 25 or younger (61.8% vs. 35.5%); to be unmarried (51.0% vs. 33.3%);
and to be of junior pay grade E1 to E3 (37.3% vs. 16.9%). These differences are of interest
because the demographics found in the Marine Corps correspond closely to those of
personnel in prior surveys in this DoD series of surveys (e.g., Bray et al., 1988, 1992) who
were more likely to engage in illicit drug use and heavy alcohol use (i.e., those who were
male, younger, less well educated, unmarried, and in junior enlisted pay grades). These
demographic differences suggest that the Marine Corps may face a greater challenge than
the other Services in addressing substance use issues.

2.5 Key Definitions and Measures

2.5.1 Demographic Characteristics

The demographic characteristics considered in this report include sex, race/
ethnicity, education, age, marital status, family status, pay grade, and region. Definitions
for these different characteristics are described below.

Sex Sex is defined as male or female.
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Table 2.4 Sociodemographic Characteristics of Eligible Respondent

Population
Service

Sociodemographic Marine Air Total
Characteristic Army Navy Corps Force DoD
Sex

Male 869 (14) 887 (20) 954 (0.7) 841 (19) 87.6 (0.9

Female 13.1 (14) 113 (2.0 46 (0.7 159 (1.9 124 (0.9
Race/Ethnicity

‘White 620 (19) 676 (23) 679 (L1) 742 (1.8) 67.7 (11)

Black 229 (1.7) 152 (1.5) 145 (1.1) 138 (14) 172 (0.8)

Hispanic 94 (0.6) 79 (1.0) 128 (1.1) 6.6 (0.7) 85 (0.4)

Other 5.8 (0.3) 93 (1.1) 48 (04) 54 (04 6.6 (0.4)
Education

High school or less 354 (3.0) 456 (22) 578 (3.4) 212 (1.5) 36.8 (1.3)

Some college 452 (1.7) 3879 (1.6) 308 (24) 536 (2.7) 439 (1.0

College degree or beyond 19.4 (3.0) 166 (24) 114 (1.6) 252 (3.5 193 (1.6)
Age ‘ -

20 or younger 136 (1.0) 106 (0.5) 206 (200 7.5 (0.5 118 (0.5)

21-25 34.1 (2.3) 800 (22) 412 (2.7 280 (1.5) 320 (1.1)

26-34 31.3 (1.1) 852 (1.3) 224 (1.6) 374 (0.7) 332 (0.6)

35 or older 21.1 (25) 242 (1.3) 157 (24) 270 (14) 231 (1.0)
Marital Status

Not married 419 (1.7) 894 (23) 510 (25) 333 (1.0) 39.7 (1.0)

Married 581 (1.7) 606 (2.3) 490 (2.5 66.7 (1.0) 603 (1.0
Pay Grade

E1-E3 209 (1.9) 215 (1.7) 373 (3.7 169 (1.0) 217 (1.0)

E4-E6 519 (2.5) 556 (24) 433 (2.0) 524 (29) 522 (14)

E7-E9 11.0 (1.2) 9.7 (0.9) 86 (1.3) 112 (0.5) 104 (0.5)

W1-W5 2.3 (0.5) 06 (0.1) 1.3 (02) NA (NA) 1.0 (0.2)

01-03 8.0 (1.1) 76 (1.1) 6.0 (0.8) 11.7 (2.2) 8.7 (0.8)

04-010 59 (1.6) 49 (1.1) 35 (09 7.7 (1.6 5.9 (0.8)
Total Personnel 319 (1.7) 288 (1.8) 110 (0.6) 284 (1.3) 100.0 (NA)

Note: Table values are column percentages (with standard errors in parentheses).

NA = Not applicable.

Source: DoD Survey of Health Related Behaviors Among Military Personnel, 1995.

2-13




Race/ Following the current U.S. Bureau of the Census classification,

Ethnicity personnel are grouped into four racial/ethnic groups. Personnel
referred to as "white, non-Hispanic" are those who reported that they
are "white," but "not of Hispanic origin." Personnel referred to as
"black, non-Hispanic" are those who reported being "black," but "not
of Hispanic origin." "Hispanic" includes anyone of Hispanic
origin—whether racially black, white, or other. The category "other"
includes all other persons not elsewhere classified.

Education Education refers to the highest level of education attained.
Categories include high school or less, some college, and college
graduate or higher. Personnel with General Equivalency Diplomas
(GEDs) were treated as high school graduates. ‘

Age Age of respondents is defined as age at the time of the survey. For
several of the analyses presented in this report, estimates are
presented for the following age groups: personnel aged 20 or
younger, personnel aged 21 to 25, personnel aged 26 to 34, and
personnel aged 35 or older.

Marital Marital status categories presented in this report are "not married"

Status (including personnel who were single, widowed, divorced, or
separated), and "married" (including personnel who were married or
living with someone in a marriage-like relationship).

Family Family status is defined in terms of respondents’ marital status, and

Status for respondents who were married (or living as married), whether
their spouses were present at the respondents’ current duty
assignments. For respondents who were living with someone in a
marriage-like relationship, "spouse” referred to the person they were
living with in that relationship.

Pay Grade Pay grade categories for enlisted personnel are E1 to E3, E4 to E6,
and E7 to E9. Pay grade categories for officers and warrant officers
are_Ol to 03, 04 to 010, and W1 to W5.

Region Region refers to the installation where personnel were stationed at
the time of the survey and includes installations in the 48 contiguous
States within the continental United States-(CONUS), and
installations outside the continental United States (OCONUS).
2.5.2 Reference Periods

In this report, most estimates are given for the following time periods:

Past 30 Occurrence of the behavior (e.g., heavy alcohol use, exercise) in the

Days 30 days prior to the survey (also referred to as "past month" or
"current" use or behavior).

Past 12 Occurrence of the behavior (e.g., illicit drug use, helmet use) in the

Months 12 months prior to the survey (also referred to as "past year").

Lifetime Occurrence of the behavior or condition (e.g., high blood pressure) at

least once in a person’s lifetime.

/
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However, some estimates related to specific Healthy People 2000 objectives (PHS,
1991) refer to a time period other than the ones listed above. In these situations, the time
period refers to that length of time prior to the survey. For example, the "past 5 years"
refers to the 5-year period preceding the survey.

2.5.3 Substance Use Measures

Measures of substance use for the 1995 DoD survey are consistent with
those used in prior surveys in this series and with those in major national surveys, such
as the National Household Survey on Drug Abuse (NHSDA). We measured alcoho] use in
this study in terms of the quantity of alcohol consumed and frequency of drinking. We
have expressed alcohol use in summary form as the average number of ounces of absolute
alcohol (ethanol) consumed per day and as drinking levels. We computed the ethanol
index following the method used in the 1982 to 1992 DoD surveys (Bray et al., 1983, 1986,
1988, 1992) and the Rand study of alcohol use among Air Force personnel (Polich & Orvis,
1979). The ethanol index is a function of (a) the amount of ethanol contained in the
ounces of beer, wine, and hard liquor consumed on a typical drinking day during the past
30 days; (b) the frequency of use of each beverage; and (c) the amount of ethanol
consumed on atypical ("heavy") drinking days during the past 12 montbhs. The index
represents average daily ounces of ethanol consumed during a 12-month period. Although
we have expressed the index in terms of 12-month use, most of the data come from
reports of 30-day typical use. Appendix E provides additional details about the
procedures for creating this index.

The drinking levels classification scheme used in the 1995 DoD survey was
adapted from Mulford and Miller (1960) and followed the method used in prior DoD
surveys (Bray et al., 1983, 1986, 1988, 1992). ‘We used (a) the "quantity per typical
drinking occasion” and (b) the "frequency of drinking" for the type of beverage (beer, wine,
or hard liquor) with the largest amount of absolute alcohol per day to fit individuals into 1
of the 10 categories resulting from all combinations of quantity and frequency of
consumption. We then collapsed the resulting quantity/frequency categories into five
drinking-level groups: abstainers, infrequent/light drinkers, moderate drinkers,
moderate/heavy drinkers, and heavy drinkers. Heavy drinkers, the category of most
concern, is defined as drinking five or more drinks per typical drinking occasion at least
once a week in the 30 days prior to the survey. The criterion of five or more drinks to
define heavy drinkers is consistent with the definition used in other national surveys of
civilians, such as the NHSDA (SAMHSA, 1995a) and Monitoring the Future (Johnston,
O’Malley, & Bachman, 1994a, 1994b). Additional details about the procedures for
creating the drinking levels classification scheme are described in Appendix E.

We also estimated the prevalence of adverse effects associated with alcohol use in
the past 12 months. We created three summary measures of alcohol-related negative
effects: serious consequences, productivity loss, and dependence symptoms. The measure
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of alcohol-related "serious consequences” refers to the occurrence of one or more of the
following problems in the past 12 months: UCMJ (Uniform Code of Military Justice)
punishment, loss of 1 week or more from duty because of a drinking-related illness,
alcohol-related injury, spouse left, arrests for DWI (driving while impaired) or other
incidents, incarceration, fights, not getting promoted, and needing detoxification.

The measure of alcohol-related "productivity loss" refers to one or more occurrences
in the past 12 months of being late for work or leaving early, not coming to work at all,
being drunk at work, or performing below a normal level of productivity because of alcohol
use or the aftereffects or illness resulting from drinking.

The summary measure of "dependence symptoms" is based on the occurrence in the
past 12 months of withdrawal symptoms (e.g., the "shakes"), inability to recall things that
happened while drinking, inability to stop drinking before becoming drunk, and morning
drinking. Respondents reported the number of days that they experienced these
symptoms during the past 12 months, and we summed these frequencies over the four
symptoms. Indiv_iduals with scores of 48 or more were classified as dependent. Our
measure of dependence symptoms is based on the Rand Air Force study definition (Polich
& Orvis, 1979) that has been used in prior surveys in the DoD survey series. This
definition does not reflect the strict definition of dependence used in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV) (APA, 1994), but it was used here to
permit comparisons with data from prior surveys in this DoD series.

We measured illicit drug use in this study in terms of the prevalence of nonmedical
use of any of 12 categories of drugs: marijuana/hashish, phencyclidine (PCP), lysergic
acid diethylamide (LSD) or other hallucinogens, cocaine, amphetamines or other
stimulants, tranquilizers or other depressants, barbiturates or other sedatives, heroin or
other opiates, analgesics or other narcotics, inhalants, designer drugs, and anabolic
steroids. We made no attempt to measure quantity (e.g., number of pills) or the size of
doses because most respondents cannot furnish this information adequately and because
of the considerable variation in "street" drug purity.

To estimate the prevalence of use, we included questions about use of each drug
type within the past 30 days and within the past 12 months. In addition, we created
indices for estimating the prevalence of use of any illicit drug (omitting steroids) and any
drug besides marijuana (omitting steroids). Definitions followed those used in prior DoD
surveys to facilitate comparisons. These definitions have also been used in recent waves
of the National Household Survey on Drug Abuse (NHSDA). We constructed indices of
any drug use and any drug use except marijuana by creating use/no use dichotomies for
each drug category and then setting an individual’s score to the maximum score value of
the categories that we included (i.e., all, or all but the marijuana category).
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Most analyses of tobacco focus on cigarette smoking. We defined "current smokers"
as those who smoked at least 100 cigarettes during their lifetime and who last smoked a
cigarette during the past 30 days. We defined "heavy smokers" as current smokers who
smoked one or more packs of cigarettes per day. In some analyses, we also classified
personnel in terms of whether they were lifetime smokers (i.e., smoked at least 100
cigarettes lifetime, but did not smoke in the past 30 days) or nonsmokers (smoked fewer
than 100 cigarettes lifetime).

The 1995 survey also measured the prevalence of use of other forms of tobacco use
besides cigarettes (cigars, pipes, smokeless tobacco). "Current" users of smokeless tobacco
were defined as personnel who used smokeless tobacco products (i.e., chewing tobacco or
snuff) at least 20 times during their lifetime and who last used smokeless tobacco during
the past 30 days.

2.5.4 Other Health Behaviors

A major emphasis of the 1995 DoD survey was the investigation of health
behaviors of military personnel other than use of alcohol, illicit drugs, or tobacco. In
particular, we measured the following health behaviors or factors related to specific
Healthy People 2000 objectives:

. overweight and exercise,

. high blood pressure screening and control,

. high cholesterol screening,

. hospitalization for injuries,

° seat belt use,

U helmet use,

. condom use by sexually active unmarried personnel,
o receipt of Pap smears, and

. substance use dﬁring pregnancy.

An index of overweight was defined in terms of the Body Mass Index (BMI), where
BMI is weight (in kilograms) divided by the square of height (in meters). Using the BMI
criteria for overweight from Healthy People 2000, military men were defined as
overweight if they were under age 20 and had a BMI of 25.8 or greater, or if they were
aged 20 or older and had a BMI of 27.8 or greater. Military women were defined as
overweight if they were under age 20 and had a BMI of 25.7 or greater, or were aged 20
or older and had a BMI of 27.3 or greater.
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Measures for the other behaviors were based primarily on responses to specific
questions about the behavior and generally did not involve the construction of special
indexes. More detailed discussion about specific measures for these other behaviors is
given in Chapters 7 and 9. '

RS

2.5.5 Mental Health

For the first time, the 1995 DoD survey included an expanded set of
questions on mental health issues, including

° levels of stress at work and in family life,
] sources of stress,
o behaviors for coping with stress,

° perceived quality of mental health, and

4 symptoms of depression.

Measures for most of these items were based on responses to specific questions. In
addition, an index of Need for Further Assessment for Depression was constructed based
on reports of an extended period of depression, primarily in the past 12 months.
Personnel were defined as needing further assessment if they (a) felt sad, blue, or

depressed for 2 weeks or more in the past 12 months, or reported 2 or more years in their
lifetime of feeling depressed and felt depressed "much of the time" in the past 12 months;
and (b) felt depressed on 1 or more days in the past week. This index was based on work

by Rost, Burnam, and Smith (1993).

2.6 Analytical Approach

The focus of our analyses of the 1995 DoD survey was to provide knowledge about

current levels of substance use and health behaviors, negative effects associated with

alcohol use, and trends in these behaviors throughout the survey series. In addition,

analyses provide baseline estimates of selected Healthy People 2000 objectives. These
analyses provide information to help assess and guide policy and program directions,

including the most effective targeting of resources to the problem areas.

To accomplish these aims, we conducted five basic fypes of analyses within this
study:

. déscriptive univariate and bivariate analyses of the prevalence of
substance use, negative consequences, health behaviors, and selected
Healthy People 2000 objectives in 1995;
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o comparisons of trends in substance use and negative effects from
1980 to 1995 (including standardized comparisons of substance use to
control for changes in demographic composition);

. standardized comparisons of the extent of substance use among
personnel in the four active Services in 1995;

. standardized comparisons of military and civilian rates of substance
use; and

o multivariate logistic regression analyses.

Most of our analyses were descriptive cross-tabulations of the responses from two or more
variables. We assessed significant differences for these data using ¢ tests.

An important part of the analyses we conducted for this study was the comparison
of trends across the series of DoD surveys. Comparing substance use over time is useful,
but researchers and policymakers should recognize the limitations of such analyses in
drawing policy conclusions. The data from the DoD survey series are cross-sectional, not
longitudinal, and come from different populations due to the high turnover among
military personnel. Many individuals serving in the Military in 1980, 1982, 1985, 1988,
and 1992 (years when the surveys were administered) were no longer in the Military in
1995. Thus, analysts must use caution in making inferences about reasons for the
observed changes in rates of substance use, health behaviors, or problems. The changes
may be due, in part, to effective substance use and health promotion programs and other
health-related policies in the Military, but they may also be due, in part, to differences in
sociodemographic characteristics, attitudes, and values of the populations being surveyed.

In particular, changes in substance use patterns may have been due in part to
changes in the sociodemographic composition of the Military since 1980. The Active Force
is now somewhat older, has more officers, has more married personnel, and is better
educated than in 1980--factors that in previous DoD surveys have been associated with a
lower likelihood of substance use. Therefore, we used the technique of direct
standardization (Kalton, 1968) described in Appendix F to create adjusted estimates of
heavy alcohol, other drug, and cigarette use for each of the survey years since 1980.
These adjustments provide an indication of the expected substance rates if the military
population in each of these subsequent survey years had the same age, educational, and
marital status distribution as in 1980. In Chapters 3 to 6, we present both adjusted and
unadjusted rates (i.e., observed rates) of substance use across the survey years of the
average daily number of ounces of ethanol consumed, heavy drinking, illicit drug use, and
cigarette smoking. Adjusted estimates are constructed estimates that allow us to
determine whether observed changes in substance use rates over the past 15 years can be
explained by changes in the demographic composition of the Services. Unadjusted or
"raw" estimates are the observed substance use rates and identify the challenge facing
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each Service in its efforts to prevent and reduce heavy drinking, illicit drug use, and
smoking.

Although the observed rates mark the realities that the Services must address in
combating substance abuse, some of the differences in rates among the Services are likely
to be a function of the demographic composition of the Services. For example, as shown
in Table 2.4, personnel in the Air Force tended to be older and better educated than
personnel in the other Services at the time of the survey. Because these characteristics
are associated with lower rates of substance use, all other things being equal, we would
expect the prevalences of heavy drinking, drug use, and smoking to be lower in the Air
Force than in the other Services. Comparisons of efforts by the Services to combat
substance abuse must consider demographic differences in risk factors. To take into
account the sociodemographic differences among Services, we computed a second set of
adjusted estimates. As with the approach described above, we used direct standardization
(Kalton, 1968) to adjust the 1995 prevalence rates for each Service and to construct the
rates that would be expected if each Service were to have the sex, age, education,
race/ethnicity, and marital status distribution of the total DoD.

In addition to standardizations that examined trends and Service differences, we
also conducted standardized comparisons to assess similarities in substance use rates of
military and civilian populations. In these analyses, we standardized the civilian data to
match the demographic distribution of the Military and then computed new civilian rates
for the standardized population. These standardized comparisons also used the technique
of direct standardization (see Appendix F).

Finally, we used logistic regression analyses in Chapter 4 (alcohol use), Chapter 5
(illicit drug use), and Chapter 6 (tobacco use) to model outcome measures of heavy
drinking, illicit drug use, and cigarette smoking as a function of demographic variables.
In logistic regression, the natural log of the odds (i.e., In p/1-p) is modeled as a linear
function of the independent variables. The parameters of a logistic regression model are
transformed to reflect relative changes in the odds due to changes in the independent
variables.

2.7 Variability and Suppression of Estimates

Table 2.4 and other tables in the following chapters generally present two numbers
in each cell. The first number is an estimate of the percentage of the population with the
characteristics that define the cell. The second number, in parentheses, is the standard
error of the estimate. Standard errors represent the degree of variation associated with
observing a sample rather than observing every member of the population.
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Confidence intervals, or ranges that are very likely to include the true population
value, can be constructed using standard errors. We can compute the 95% confidence
interval by adding to and subtracting from the estimated proportion the result of
multiplying 1.96 times the standard error for that cell. The confidence interval range
~ means that, if we were to repeat the study with 100 identically drawn samples (which

might include different individuals), the confidence interval would include the true

parameter value 95% of the time. For a given confidence level (such as 95%), then, the

precision with which the cell proportions estimate the true population value varies with
"the size of the standard error.

In this report, we omitted estimates that were considered to be unreliable. More
specifically, we suppressed estimates of means and proportions that could not be reported
with confidence because they either were based on small sample sizes (n<30) or had large
sampling errors. The rules for classifying estimates as unreliable are explained in
Appendix C. Unreliable estimates that were omitted are noted by a "+" in the tables.
Very small estimates (i.e., <0.05%) that were not suppressed by the rules, but that
rounded to zero, were also omitted from the tables and are shown as two asterisks (**).

2.8 Strengths and Limitations of the Data

Self-reports in which respondents provide data about their behaviors rely on
respondents’ veracity to provide correct information about observations and events.
Surveys have been a major vehicle for obtaining self-report data about a wide variety of
behaviors, including substance use and health behaviors. A major strength of the 1995
DoD survey is that it permits the collection of a rich array of information about the
nature and extent of behaviors of interest along with information about correlates of these
behaviors. Other strengths of the 1995 DoD survey include the use of sophisticated
sampling techniques and widely used questionnaire items that allow for precise estimates
of substance use and health behaviors for well-defined populations and permit assessment
of trends over time. '

Despite these strengths, survey results are also subject to the potential bias of self-
reports and to the ambiguities caused by questions with varying interpretations. In
addition, there are other potential problems with the validity of survey data, including
issues of population coverage and response rates. If the population is not properly
represented in the survey or if responses rates are low, biases are introduced that can
invalidate the survey results. We believe that the design and field procedures of the 1995
DoD survey adequately addressed most of these concerns. A pretest was used to identify
and eliminate ambiguities in question wording, the active-duty population was properly
represented in the study, and the response rate was within an acceptable range (although
somewhat lower than for past DoD surveys). Further, a nonresponse adjustment was

“made to help compensate for the potential bias of nonsurveyed persons.
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Many individuals question the validity of self-reported data on sensitive topics,
such as alcohol and drug use, claiming that survey respondents will give socially desirable
rather than truthful answers. This issue was of concern for the 1995 survey because of
the ongoing drawdown taking place in the Military and the belief that Service members
might not reveal anything about behaviors that could have the potential to jeopardize
their careers in the Military.

A series of studies has demonstrated that although self-reports may sometimes
underestimate the extent of substance use, the method generally provides useful and
meaningful data. For example, Polich and Orvis (1979) examined the validity of alcohol-
problem measures among Air Force personnel. They found little evidence of
underreporting in comparisons of self-reported data on adverse effects with police records
and supervisor reports. Air Force beverage sales data, however, suggested that self-
reports may underestimate actual prevalence of alcohol use by as much as 20%.

The reliability and the validity of self-report data among respondents from the U.S.
civilian general population have been explicitly tested in relation to

. alcohol use (Mayer & Filstead, 1979; Lemmens, Tan, & Knibbe, 1992;
Midanik, 1982; Smith, Remington, Williamson, & Anda, 1980,

° drug use (Haberman, Josephson, Zanes, & Elinson, 1972; Harrison,
1995; Kandel & Logan, 1984; O’'Malley, Bachman, & Johnston, 1983;
Rouse, Kozel, & Richards, 1985); and

. delinquent behavior among adolescents (Blackmore, 1974; Doleschal,
1970; Elliott & Huizinga, 1984; Erickson & Empey, 1963; Gibson,
Morrison, & West, 1970; Gold, 1966; Gould, 1969; Hindelang,
Hirschi, & Weiss, 1981; Williams & Gold, 1972).

Overall, the various reviews of the literature are encouraging in suggesting that self-
reports on alcohol use, drug use, and delinquent behavior are generally reliable and valid.

) Additional information about the validity of self-reports on drug use is addressed
by Harrison (1995) and in a monograph by Rouse et al. (1985). A general conclusion
emerging from these various reviews is that most people appear to be truthful (within the
bounds of capability) under the proper conditions. Such conditions include believing that
the research has a legitimate purpose, having suitable privacy for providing answers,
having assurances that answers will be kept confidential, and believing that those
collecting the data can be trusted (Harrison, 1995; Johnston & O’Malley, 1985).
Throughout the DoD survey series, we have been rigorous in following procedures
consistent with those that encourage honest reporting (e.g., respondents are anonymous,
questionnaires are answered privately, civilian teams collect the data and promise it will
" not be shown to military personnel at the installation).
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Support for the validity of data reported in the 1995 DoD survey derives from this
extensive body of research and corroborating urinalysis test data from military personnel.
Urinalysis test results show a decline in opiate use from 41 per 10,000 urine tests in 1977
to 40 in 1978, 27 in 1979, 29 in 1980, and 14 in 1981 (Beary, Mazzuchi, & Richie, 1983).
Survey data are consistent with these test results. More recent test results also show a
continuing declining pattern during the 1980s and into the 1990s (Captain John
Jemionek, Office of Department of Defense Coordinator for Drug Enforcement Policy and
Support, personal communication, November 29, 1995)..
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3. OVERVIEW OF TRENDS IN SUBSTANCE USE AND
BASELINE MEASURES FOR HEALTHY
PEOPLE 2000 OBJECTIVES

In this chapter, we provide a brief overview of the prevalence of alcohol use, illicit
drug use, and tobacco use from the 1995 DoD survey and examine the trends in substance
use and negative effects due to alcohol use from 1980 to 1995. We also provide baseline
data for 17 Healthy People 2000 objectives for military personnel that were amenable to
measurement using survey data, 13 of which apply to all personnel, and the remaining 4
that are specific to military women. Our focus in this chapter is on data across all
Services for the entire DoD. These findings are considered in more detail in later
chapters both within and across the individual Services. Information is also provided in
later chapters on correlates of substance use, relationships of substance use to physical
and mental health, health risk behaviors, comparisons with civilian data, special health
issues for military women, and other topics.

3.1 Trends in Substance Use

In this section, we present two types of estimates, unadjusted and adjusted
prevalence rates. Unadjusted data are the observed rates reported in the surveys of the
DoD series from 1980 to 1995 and reflect the circumstances facing the Services in
reducing substance abuse. Adjusted rates, on the other hand, are constructed rates that
have been modified to take into account changes in the sociodemographic composition of
the Services since the survey series began in 1980. Military personnel in 1995 on average
were more likely to be older, to be officers, to be married, and to have more education
than in 1980--factors that are also associated with less substance use. Thus, adjusted
rates help address the question of whether changes reflected in the trends are due
primarily to shifts in military demographics.

3.1.1 Unadjusted Trends in Substance Use

Figure 3.1 presents the trends over the six DoD surveys of the percentage of
the total Active Force during the past 30 days who engaged in heavy alcohol use, any
illicit drug use, and any cigarette use. Table 3.1 presents the observed rates of use of the
three substances for the six survey years and information about the statistical significance
of changes in substance use between each pair of survey years. In addition, Table 3.1
shows the distribution of alcohol prevalence among drinking levels across the survey
years. As shown, any alcohol use, heavy alcohol use, illicit drug use, and cigarette use all
declined significantly between 1980 and 1995, although the rate of decline varied for each
of the substances and between each of the six surveys.
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Figure 3.1 Trends in Substance Use, Past 30 Days, Total DoD, 1980-1995

60

Percentage

1980 1982 1985 1988 1992 1995
Year of Survey

Source: DoD Survey of Health Related Behaviors Among Military Personnel, 1995.

. ‘The prevalence of heavy alcohol use declined significantly from 20.8% for all
military personnel in 1980 to 17.1% in 1995. When we examine the trend over each of the
six surveys, we see that heavy drinking was relatively stable from 1980 to 1985,
decreased significantly between 1985 and 1988, and then remained at about the same
level between 1988 and 1995. Thus, heavy drinking declined significantly from 1980 to
1995, but has been relatively stable since 1988.

The prevalence of any illicit drug use during the past 30 days declined sharply
from 27.6% in 1980 to 3.0% in 1995. The rate of decrease was much greater than for
heavy alcohol use, and the decreases were statistically significant between each of the
surveys from 1980 to 1992, but showed no significant change between 1992 and 1995.

Examination of drinking levels shows that across the survey years, the majority of
military personnel used alcohol at some level. For example, in 1995, 78.9% of the total
DoD drank alcohol in the past 30 days. These data also show a pattern from 1980 to 1995
of a general increase in the proportion of personnel who abstained from alcohol or who
were light/infrequent users and corresponding decreases in the proportions of moderate,
moderate/heavy, and heavy drinkers. The percentage of people who abstained from
alcohol or who were infrequent/light drinkers increased from 25.6% in 1980 to 39.7% in

. 1995.
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The percentage of military personnel who smoked cigarettes in the past 30 days
also decreased during the 15-year period, from 51.0% in 1980 to 31.9% in 1995. Smoking
rates showed no significant change between 1980 and 1982, but decreased significantly
between each of the later surveys, including between 1992 and 1995. Despite clear
progress in reducing the prevalence of smoking, the 1995 rate is considerably higher than
the Healthy People 2000 objective of 20% adopted for the Military (PHS, 1991).

Considered together, the trend data on substance use are notable in several
regards. The first is that the three substances show statistically significant reductions in
use across the total time period between 1980 and 1995. This indicates that the Military
has made progress in reducing use of all three substances over the past decade and a half.

The second observation is that only cigarette smoking declined significantly
between 1992 and 1995, whereas heavy drinking and illicit drug use did not.
Nonetheless, smoking rates still remain the highest of the three substances, nearly twice
as high as heavy drinking and over 10 times higher than illicit drug use. In 1995,
roughly one out of three military personnel were current smokers, a rate notably higher
than the Healthy People 2000 objective of 20% adopted for the Military.

The third observation is that the lack of a significant decline from 1992 to 1995 in
heavy drinking suggests that this is an area that may need greater emphasis by the
Military. Indeed, the 1995 rate of heavy drinking had not changed significantly since
1988 and indicates that slightly more than one out of six military personnel was likely to
be a heavy drinker. Despite the lack of change in the rate of heavy drinking since 1988,
Table 3.1 indicates that there was an overall shift from moderate and heavier levels of
drinking to infrequent/light levels.

Finally, the finding of no significant reduction in illicit drug use between 1992 and
1995 and the relatively low rates of use for both surveys suggests that illicit use may have
reached its lower limit. The trend line resembles an asymptotic curve that shows steep
declines initially with successively smaller declines until it eventually flattens out. The
1995 data suggest that the flattening point may have been reached and that it may not be
realistic to expect drug use among military personnel to go much lower.

3.1.2 Trends in Substance Use Adjusted for Sociodemographic
Differences

To examine whether changes in demographic composition explain the
pattern of results, we used direct standardization methods to adjust the rates of use for
the 1982, 1985, 1988, 1992, and 1995 surveys to the age/education/marital status
distribution for the 1980 survey respondents (see Appendix F for a discussion of
standardization methods and the rationale for demographic variables used for the
adjustment). Adjusted rates are not actual prevalence estimates, but rather are
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constructed estimates that show how the rates would have looked if there had been no
changes in the demographic characteristics of the Military from 1980 to 1995.

In Table 3.2, we present the trends in unadjusted (i.e., observed) and adjusted (i.e.,
standardized) rates of heavy drinking, any illicit drug use, and cigarette smoking for the
total DoD during the six surveys. In general, adjustments by standardization changed the
estimates somewhat, but did not substantially alter the patterns of significant differences
between surveys from 1980 to 1995. For heavy alcohol use, adjusted rates increased the
estimates of heavy drinking by about one to three percentage points for the 1982 to 1995
surveys. That is, if the sociodemographic composition of the Military in later years had
been the same as in 1980, rates of heavy drinking would have been even higher than the
observed rates. For adjusted rates, there was no significant decline in the rate of heavy
drinking over the total time period between 1980 and 1995, although there was for
unadjusted rates. Indeed, the 1980 and 1995 adjusted rates are nearly identical (20.8%
and 20.1%, respectively).

The finding of no significant difference in adjusted rates suggests that military
programs and practices have had little effect on rates of heavy drinking during the 15-
year period from 1980 to 1995. This conclusion is subject to other interpretations,
however. Both the adjusted and unadjusted data showed a significant increase in heavy
drinking between 1980 and 1982, and adjusted data were significantly lower in 1995 than
in 1982. This could be interpreted to mean that the Military made significant progress in
reducing heavy drinking during the period, from 23.6% in 1982 to 20.1% in 1995 (adjusted
rates), that cannot be explained just by demographic changes.

Another view consistent with historical events is that the 1982 increase in heavy
drinking is an anomaly that may reflect substitution to alcohol when the initial
crackdown on illicit drug use began. This notion suggests that rates of heavy drinking
have merely fluctuated around a base level observed in 1980. In either case, the adjusted
data indicate that when demographics of the Military were considered, rates of heavy
drinking in 1995 were about the same as they were in 1980.

Standardization to adjust the data had much less effect on rates of any illicit drug
use and cigarette smoking or on the significance of differences between surveys. For both
substances, the adjusted data showed the same strong significant downward trend in use
as the unadjusted data between 1980 and 1995. Overall, these analyses indicated that
the observed changes in illicit drug use and cigarette smoking were not accounted for by
shifts in the sociodemographic composition of the military population between 1980 and
1995.
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3.1.83 Trends in Alcohol-Related Negative Effects

The substantial negative consequences of alcohol use on the work
performance, health, and social relationships of military personnel have been a continuing
concern assessed in the DoD surveys. In Figure 3.2 and Table 3.1 (shown earlier), we
present trends in alcohol-related negative effects for the total DoD between 1980 and
1995. In view of the decline in heavy drinking between 1980 and 1995 (unadjusted rates)
observed in Figure 3.1, we anticipated a decline in negative effects due to drinking.
Results confirmed our expectation. In 1980, 17.3% of military personnel experienced one
or more serious consequences associated with alcohol use during the year. This figure
declined to 7.6% in 1995, the same rate observed for 1992. In Figure 3.2, results for
serious consequences show a steady downward decline from 1980 to 1985 with more
gradual declines and a leveling off since then. The 1980 to 1995 decrease was statistically
significant, as were the decreases between 1980 and 1982 and between 1982 and 1985.
Declines since 1985 were more moderate and were not significantly different from those of
the preceding survey year.

Figure 3.2 Trends in Alcohol Use Negative Effects, Past 12 Months,
Total DoD, 1980-1995
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50

40

30

Percentage
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1980 1982 1985 1988 1992 1995
Year of Survey

Source: DoD Survey of Health Related Behaviors Among Military Personnel, 1995.
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Alcohol use productivity loss, also shown in Figure 3.2, decreased significantly
between 1980 and 1995, from 26.7% to 16.3%. The pattern of change for this measure
differs from the other measures in this figure in that it shows a significant increase
between 1980 and 1982 (consistent with the increase in heavy drinking between 1980 and
1982 noted above) and a significant decrease for each survey from 1982 to 1992, but no
change from 1992 to 1995. The 1995 rate was approximately half the size of the rate
observed at its peak in 1982.

We found fewer substantial decreases in the percentage of military personnel
reporting symptoms of alcohol dependence between each of the surveys, although there
was a significant decline over the 15-year period. In 1980, as shown in Figure 3.2, 8.0% of
total DoD personnel indicated that they had experienced symptoms of dependence during
the past year compared to 5.7% in 1995. Despite the significant decrease, the curve looks
relatively flat over the years, with about 6% reporting alcohol dependence symptoms since
1988 during the past three surveys.

3.2 Baseline Measures for Healthy People 2000 Objectives

A major aim of the 1995 DoD survey was to develop baseline estimates to-measure
progress toward selected Healthy People 2000 objectives for a variety of health behaviors.
In addition to the objective already discussed above for reducing cigarette smoking to a
prevalence of 20% or less, the objectives that were measured included the following:

1. reduce smokeless tobacco use by males aged 24 or younger to a
prevalence of no more than 4%;

2. reduce overweight, as measured by the Body Mass Index (BMI) to a
prevalence of no more than 15% among people under age 20, and to
no more than 20% among people aged 20 or older;

3. increase to at least 20% the proportion of people aged 18 or older
who engage in vigorous physical activity 3 or more days per week for
20 or more minutes per occasion;

4. increase to at least 90% the proportion of adults who have had their
blood pressure measured within the preceding 2 years and can state
whether their blood pressure was normal or high;

5. increase to at least 90% the proportion of people with high blood
pressure who are taking action to help control their blood pressure;

6. increase to at least 75% the proportion of adults who had their blood
cholesterol checked within the preceding 5 years;

1. reduce nonfatal unintentional injuries that require hospitalizaﬁon to
no more than 754 per 100,000 people;
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8. increase the use of occupant protection systems, such as safety belts,
inflatable safety restraints, and child safety seats, to at least 85% of N
motor vehicle occupants; 3 ,_

9. increase the use of helmets to at least 80% of motorcyclists and at
least 50% of bicyclists;

10.  increase to more than 50% the proportion of sexually active,
unmarried people who used a condom at last sexual intercourse;

11.  increase to at least 95% the proportion of women aged 18 or older
with an intact uterine cervix who have ever received a Pap test, and
to at least 85% those who received a Pap test within the preceding 3
years; and

12.  increase abstinence from tobacco use by pregnant women to at least
90% and increase abstinence from alcohol by at least 20%.

The objectives noted here are the ones for which the 1995 survey provides baseline

measures. In this section, we describe overall findings from the total DoD for these

objectives. Chapter 6 gives additional details about objective 1 on smokeless tobacco use.

Chapter 7 discusses objectives 2 to 6 on cardiovascular disease risk reduction, objectives 7

to 9 on injuries and injury prevention, and objective 10 on sexually transmitted disease

(STD) risk reduction. Chapter 9 examines objectives 11 and 12, which are specific to

Military women, regarding Pap smears and reduction of substance use during pregnancy. —
3.2.1 Smokeless Tobacco Use (Objective 1)

Table 3.3 presents the first 10 Healthy People 2000 objectives and
corresponding baseline data for DoD personnel combined across all Services. As shown,
for objective 1 on smokeless tobacco use in the past 30 days, military personnel showed a
prevalence of 21.9%. This rate, over 5 times higher than the objective of 4%, is consistent
with the prevalence of cigarette smoking discussed earlier (32%), which also was notably
higher than the objective (20%). Given the rather large disparity between the smokeless
tobacco and smoking rates and the Healthy People 2000 goals, the Military faces a
considerable challenge to reduce smokeless tobacco use to the targeted levels by the year
2000.

3.2.2 Overweight (Objective 2)

Consistent with the definition of overweight used in Healthy People 2000,
estimates of the prevalence of overweight in Table 3.3 were based on the Body Mass Index
(BMI), defined as the ratio of a person’s weight in kilograms to the square of that person’s
height in meters. As shown in Table 3.3, 19.0% of all military personnel under the age of
90 were classified as overweight, and 16.7% of personnel aged 20 or older were defined as
overweight according to the BMI. Thus, personnel in the total DoD under the age of 20 S~



Table 3.3 Baseline Measures for Healthy People 2000 Objectives, Total

DoD, 1995

Characteristic/
Group Objective Total DoD
Smokeless tobacco use, past 30 days : _

Males, ages 18-24 <4% 219 (1.0)
Overweight®

Under age 20 <15% 19.0 (1.4)

Ages 20 or older < 20% 16.7 (0.4)
Strenuous exeréise, past 30 days®

All personnel 2 20% 65.4 (0.9)
Blood pressure, checked past 2 years and know
result

All personnel = 90% 76.3 (0.9)
Taking action to control high blood pressure®

Personnel with history of high blood pressure 2 90% 493 (1.3)
Cholesterol checked, past 5 years

All personnel 2 75% 60.1 (1.5)

Hospitalization for injuries, past 12
months
All personnel

Seat belt used
All personnel

Helmet use, past 12 months?
Motorcyclists
Bicyclists

Condom use at last encounter
Sexually active unmarried personnel®

< 754 per 100,000

2 85% of occupants

2 80%
2 50%

2 50%

3,388 (235)

90.6 (0.7)

71.0 (1.3)
22.8 (1.8)

404 (1.0)

Note: Entries are expressed as percentages (with standard errors in parentheses), except for hospitalization for

injuries, which is expressed per 100,000 personnel.

8Defined in terms of the Body Mass Index (BMI), where BMI = (Weight in kilograms) + (Height in meters)’.
Personnel under age 20 were defined as overweight if BMI 2 25.8 for men or BMI 2 25.7 for women. Personnel aged

20 and older were defined as overweight if BMI > 27.8 for men or BMI 2 27.3 for women.

bOne or both of the following three or more times a week for 20 minutes or more: running/cycling/walking, or other

strenuous exercise.

‘Estimate subsetted to personnel who had ever been told they had high blood pressure (other than pregnancy-
related). .These personnel were defined as taking action to control their high blood pressure if (a) they had been
been advised by a health professional to take blood pressure medication, diet to reduce their weight, reduce their

salt intake, or exercise; and (b) they were currently taking one or more of these advised actions.

dReported wearing seat belts or helmets "always" or "nearly always." Objectives on helmet use were subsetted to
personnel who rode a motorcycle or bicycle in the past 12 months.

Defined as unmarried personnel who had one or more sexual partners in the past 12 months.

Source: DoD Survey of Health Related Behaviors Among Military Personnel, 1995.
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were somewhat above the objective of no more than a 15% prevalence of overweight,
whereas personnel aged 20 or older had met the goal of 20% prevalence of overweight. N

It is somewhat surprising that military personnel under age 20 would be below the
Healthy People 2000 objective whereas those over age 20 would not, given the strong
emphasis on fitness in the Military. It is possible that the BMI may overestimate
somewhat the percentages of military personnel who are overweight. Specifically, some
BMI measurements among military personnel that are over the threshold for classifying
someone as overweight may be due to increased muscle mass, rather than to excess body
fat. Thus, some of these personnel classified as overweight may still have had percentage
body fat measurements within acceptable ranges for their Services. Alternatively, some
junior personnel as they entered the Military may have been somewhat, though not
excessively, above the weight standard and it may simply take a period of time in the
Military for them to "get into shape."

3.2.3 Exercise (Objective 3)

Objective 3 examines personnel who engaged in strenuous exercise at least
3 days per week for at least 20 minutes per occasion in the past 30 days. As shown in
Table 3.3, nearly two-thirds of personnel in the total DoD reported meeting this
requirement, which far exceeds the Healthy People 2000 objective of 20% or greater for the
general adult population. Given the emphasis that the Military places on physical fitness P
as part of an overall goal of military readiness, this finding is not surprising. “ ﬁ

3.2.4 Blood Pressure (Objectives 4 and 5)

Table 3.3 presents findings on percentages of personnel who had their blood
pressure checked in the 2 years prior to the survey who were also aware of the result. We
classified personnel as not meeting these criteria if they (a) last had their blood pressure
checked more than 2 years before the survey, (b) could not recall when they last had their
blood pressure checked, or (c) were not aware of the result of their last blood pressure
check, even if it occurred in the past 2 years. Because some personnel may have had
their blood pressure checked in the past 2 years but could not recall when they last had it
checked, our estimates may be somewhat conservative. Overall, 76.3% of total DoD
personnel had their blood pressure checked in the past 2 years and could state the result.
This rate was somewhat lower than the Healthy People 2000 target of 90%.

We also gathered data about the group of people who had high blood pressure who
were taking positive steps to control it, either through physical activity, diet, lifestyle
changes, or medication. We developed our measure based on the structuring of blood
pressure control questions in the National Health Interview Survey (NHIS). As shown,
49.3% of all military personnel who had a lifetime history of high blood pressure were N
taking one or more recommended actions to control it at the time of the 1995 DoD survey. Lo
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Although this number indicates that about half of military personnel were consciously
taking steps to control their high blood pressure, it falls considerably short of the 90%
level, which is the Healthy People 2000 objective. It is possible that some of these
personnel may not have been taking any action to control their blood pressure if their
blood pressure had returned to normal. Nevertheless, those personnel who had a history
of high blood pressure but were not taking any of these actions to control their high blood
pressure are a group at increased risk for a recurrence of the problem.

3.2.5 Cholesterol (Objective 6)

As shown in Table 3.3, approximately 60% of all personnel in the total DoD
had their cholesterol checked within the preceding 5 years. This rate was somewhat
lower than the Healthy People 2000 target of 75% for adults. Although the Military was
below the goal, part of the reason may be related to military regulations that specify age-
dependent screening criteria. Woodruff and Conway (1991), for example, noted that Navy
regulations do not require personnel under the age of 25 to be screened for blood
cholesterol level, whereas they do require that personnel between the ages of 25 and 49
have their cholesterol checked once every 5 years and that personnel between the ages of
50 and 59 have theirs checked once every 2 years. Chapter 7 presents additional analyses
that examine age-specific screening rates and show that the goal has been achieved in
some subgroups, but not overall. In view of age-specific regulations, it may be advisable
for the DoD to set its own targets for the Military, at least for cholesterol, rather than
relying on the targets for civilians.

3.2.6 Injuries and Injury Prevention (Objective 7)

Table 3.3 also presents estimates of the prevalence of hospitalization for
treatment of injuries in the 12 months prior to the survey. Unlike the other estimates in
this table, which are expressed as percentages, the estimate for hospitalization is
presented as the number of personnel hospitalized for treatment of injuries per 100,000
active-duty personnel. Analyses of the 1995 survey showed that approximately 3,400
active-duty military personnel were hospitalized for treatment of an injury in the past 12
months, a number that was about 4.5 times higher than the Healthy People 2000 target of
754 per 100,000 people. This finding suggests the need for further research on injuries
among military personnel to gain a better understanding of possible reasons underlying
their notably higher rates of hospitalization for injuries and ways to reduce it.

3.2.7 Seat Belt Use (Objective 8)

Table 3.3 shows that 90.6% of the total DoD personnel wore seat belts
"always" or "nearly always" when they drove or rode in an automobile. This rate exceeds
the Healthy People 2000 target of use of occupant protection systems by at least 85% of
motor vehicle occupants. These high rates of seat belt use among military personnel, in
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part, probably reflect regulations requiring personnel to use seat belts when they are
driving or riding in motor vehicles on-base. However, as was noted in Chapter 1,
comparison of civilian survey data on seat belt use with actual observation of people in
motor vehicles suggests that there may be tendency for survey respondents to overreport
their seat belt use. To the extent that military personnel do overreport their seat belt
use, estimates of regular seat belt use may overestimate somewhat the percentages of
personnel who actually use their seat belts regularly.

3.2.8 Helmet Use (Objective 9)

" Table 3.3 also shows the percentages of motorcyclists and bicyclists who
wore helmets "always" or "nearly always" when they rode a motorcycle or bicycle in the
past 12 months. We based the estimates of helmet use by motorcyclists on those
personnel who rode a motorcycle at least once in the past 12 months (unweighted N =
2,890). Similarly, we based the estimates of helmet use by bicyclists on those personnel
who rode a bicycle at least once in the past 12 months (unweighted N = 8,937). Personnel
who reported that they never rode a motorcycle in the past 12 months or who never rode
a bicycle were excluded from these estimates.

Among personnel who rode a motorcycle at least once in the past 12 months, 71.0%
wore helmets always or nearly always. This overall rate was somewhat below the
Healthy People 2000 objective of increasing helmet use to at least 80% of motorcyclists.
Among personnel who rode bicycles in the past 12 months, 22.8% or slightly more than
one in five used helmets always or nearly always. This rate was also considerably below
the Healthy People 2000 objective of helmet use by at least 50% of bicyclists. Taken
together, these findings suggest that additional efforts will be needed to encourage regular
helmet use by motorcyclists and bicyclists to reach the objectives of helmet use by the
year 2000 among military personnel.

3.2.9 Condom Use (Objective 10)

The proper use of condoms can reduce the risk of contracting STDs
(including AIDS) among individuals who are sexually active but not in a monogamous
relationship. Table 3.3 presents findings on condom use among sexually active unmarried
personnel in the Military the last time they had intercourse. We defined "sexually active"
personnel as those who had vaginal or anal intercourse in the 12 months prior to the
survey. As shown, approximately 40% of unmarried personnel in the total DoD who were
sexually active in the past 12 months used a condom. This rate was lower than the
Healthy People 2000 objective of 50% condom use at the last episode of sexual intercourse
and suggests that the Military will need to focus additional attention in this area.
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3.2.10 Pap Tests (Objective 11)

The major way that women can lessen the risk of cancer of the cervix is
through regular Pap smear tests. As shown in Table 3.4, 97.1% of military women had
ever received such tests, 95.2% had received the tests within the past 3 years. Military
women, overall, exceeded the Healthy People 2000 objectives of 95% having ever had a
Pap smear and 85% having had one in the past 3 years. The near universality of receipt
of Pap smears is notable. These exceptionally high rates of obtaining Pap smears
probably reflect both ready access to care and mandatory care at specified intervals for
military women..

3.2.11 Substance Use During Pregnancy (Objective 12)

Avoidance of substance use during pregnancy is important in ensuring
maternal and infant health. As shown in Table 3.4, 85.2% of military women who had
been pregnant in the past 5 years reported that they abstained from alcohol use during
their last pregnancy. The Healthy People 2000 objective states that the percentage of
women using alcohol during pregnancy should be reduced by at least 20%. Thus, this
information provides a baseline from which to measure change in future surveys. These
data are encouraging in that the 1995 baseline shows that the large majority of women
who were pregnant in the 5 years prior to the survey did not use alcohol during their last
pregnancy. For this Healthy People 2000 objective to be met, an increase of at least 20%
would mean that the estimate of abstinence from alcohol during pregnancy would need to
increase from 85.2% to 88.2%.

Table 3.4 also shows that 83.9% of military women who were pregnant during the
past 5 years reported no cigarette use during their most recent pregnancy. This falls
slightly below the Healthy People 2000 objective of increasing abstinence from tobacco use
during pregnancy to 90% or higher. Thus, greater preventive efforts need to be directed
at those military women who used alcohol or smoked cigarettes during their last

pregnancy.

3.2.12 Status in Meeting Healthy People 2000 Objectives

The 12 objectives described in this section identified 16 targets to improve
the health of military personnel. In addition, there is also a target about reduction of
cigarette smoking among military personnel to 20%, bringing the total number of targets
to 17. As noted earlier in this chapter, the percentage of current smokers in the Military
is 31.9%, which substantially exceeds the objective of 20%. Of the 17 targets, 16 are
specific and tangible in that they set a specific measurable goal for the population, and 1
(no alcohol use during pregnancy) that is more general and requires the development of a
baseline for assessing future change. The 1995 DoD survey provides important data for

3-14



Table 3.4 Baseline Measures for Healthy People 2000 Objectives for

Military Women, Total DoD, 1995 N

Characteristic Objective Total DoD
Pap Smear® ’

Ever received 2 95% 97.1 (0.6)

Received in past 3 years > 85% 95.2 (0.7)
Substance Use During Last Pregnancy®

No alcohol use Increase by at least 20% 85.2° (1.3)

No cigarette use 2 90% 839 (1.4

Note: Entries are expressed as percentages (with standard errors in parentheses).

2Estimate made for women with an intact uterine cervix.

bEstimate made for women who were pregnant in the past 5 years. For women who were pregnant at
the time of the survey, "last pregnancy" refers to the current pregnancy.

“Estimate provides a baseline rate against which to compare subsequent rates of abstinence from alcohol
during pregnancy.

Source: DoD Survey of Health Related Behaviors Among Military Personnel, 1995.

establishing baseline reference points and for use in assessing progress toward these goals
over the next several years as the Nation approaches the year 2000.

Overall, the present results show that the Military has already met or exceeded 5
of the 17 targets (overweight for personnel ages 20 and older, strenuous exercise, seat belt
use, Pap smears ever received and Pap smears received in the past 3 years). Further, as
discussed later in the report, other targets have been met by at least some demographic
subgroups in the Military, even if not by the entire force. In addition, military personnel
are 10% or less away from reaching the Healthy People 2000 targets for another 4 of the
17 behaviors (overweight for personnel under age 20, helmet use for motorcyclists, condom
use, no cigarette use during pregnancy).

Thus, the Military has made good progress in a number of areas, but faces
considerable challenges in meeting the targets in all areas by the year 2000. It is
noteworthy that the areas where targets have been met are those where military
regulations help ensure compliance with the desired behaviors (weight control, exercise,
seat belt use, Pap tests). It is not clear whether the targets for these behaviors would be
achieved without such requirements. It seems clear that it will be more challenging to
reach the targets in other areas where individuals have to take more initiative to achieve
the targets of the objectives.
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3.3 Summary
. 8.3.1 Unadjusted Trends in Substance Use

Comparisons of findings from six DoD surveys of military personnel
conducted in 1980, 1982, 1985, 1988, 1992, and 1995 show a downward trend in the use of
alcohol, illicit drugs, and cigarettes. Specifically, during the past 30 days for total DoD,

. heavy drinking declined significantly from 20.8% in 1980 to 17.1% in
1995;

. use of any illicit drugs declined sharply from 27.6% in 1980 to 3.0%
in 1995; and

. cigarette smoking decreased significantly from 51.0% in 1980 to
31.9% in 1995. :

In addition, the data showed a general shift toward lighter use of alcohol. The
percentage of people who abstained from alcohol or who were infrequent/light drinkers
increased from 25.6% in 1980 to 39.7% in 1995. Comparisons of findings between the
1992 and 1995 surveys show that only the rates of cigarette smoking declined
significantly, whereas the rates of heavy drinking and illicit drug use did not.
Nonetheless, smoking rates were considerably above the Healthy People 2000 objective of

. a prevalence of no more than 20% among military personnel.

The finding of no significant decline from 1992 to 1995 in heavy drinking suggests
that this is an area that may need greater emphasis by the Military. Indeed, the 1995
rate of heavy drinking had not changed significantly since 1988. The finding of no
significant reduction in illicit drug use between 1992 and 1995 and the relatively low
rates of use for both surveys suggests that illicit drug use may have reached its lower
limit. It may be unrealistic to expect drug use rates to go much lower.

3.3.2 Trends in Substance Use Adjusted for Sociodemographic
Differences

Members of the Armed Forces in 1995 were more likely to be older, to be
officers, to be married, and to have more education than in 1980--factors that are also
associated with less substance use. To examine whether changes in demographic
composition explained declines in substance use across survey years, we standardized or
adjusted rates of use for all surveys since 1982 to the age/education/marital status
distribution for the 1980 survey. Adjusted (standardized) rates are not actual prevalence
estimates, but rather are constructed estimates that show how the rates would have
looked if there had been no changes in the demographic characteristics of the Military
from 1980 to 1995 (Table 3.2): '

3-16



3.3.3

Adjusted rates showed no significant decline in the rate of heavy
drinking between 1980 and 1995. This contrasts with the significant
decline observed for the same period for unadjusted rates. It
suggests that if the demographic composition of the Military in 1995
had been like the composition in 1980, rates of heavy drinking
between these two survey years would have been about the same.

For illicit drug use and cigarette smoking, adjusted data showed the
same strong significant downward trend in use as the unadjusted
data between 1980 and 1995. This indicates that the declines in use
between surveys were not explained by shifts in the
sociodemographic composition of the military population.

Alcohol-Related Negative Effects

Significant declines were found in the percentage of military personnel

experiencing alcohol-related serious consequences, productivity loss, and symptoms of
dependence (Figure 3.2; Table 3.1):

3.3.4

serious consequences declined from 17.3% in 1980 to 7.6% in 1995;

productivity loss declined significantly from 26.7% in 1980 to 16.3%
in 1995; and

symptoms of dependence decreased significantly from 8.0% in 1980 to
5.7% in 1995.

Healthy People 2000 Baseline Measures
The 1995 DoD survey provided data for 13 Healthy People 2000 objectives.

These objectives identified 17 targets to improve the health of military personnel. These
data establish baseline reference points for use in assessing progress toward these goals
over the next several years as the Nation approaches the year 2000.

Overall, the Military has already met or exceeded 5 of the 17 targets
(overweight for personnel aged 20 or older, strenuous exercise, seat
belt use, Pap smears ever recéived and Pap smears received in the
past 3 years).

Other targets have been met by at least some demographic !
subgroups in the Military, even if not by the entire force.

Military personnel are 10 percentage points or less away from
reaching the Healthy People 2000 targets for another 4 of the 17
behaviors (overweight for personnel under age 20, helmet use for
motorcyclists, condom use, no cigarette use during pregnancy).

Thus, the Military has made good progress in a number of areas, but faces
considerable challenges in meeting the targets in all areas by the year 2000. It is
noteworthy that the areas where targets have been met are those where military
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regulations help ensure compliance with the desired behaviors (weight control, exercise,
seat belt use, Pap tests). It is not clear whether the targets for these behaviors would
have been achieved without such requirements. It seems clear that it will be more
cixallenging to reach the targets in other areas where change is more dependent on the
initiative of individuals.

38.3.5 Areas of Challenge

Overall, these findings indicate that the Military has made steady and
notable progress during the past 15 years in combating illicit drug use and smoking and
in reducing alcohol-related problems. The DoD has made less progress in reducing heavy
drinking. These findings are consistent with the Military’s strong emphasis on the
reduction of drug abuse that began in the early 1980s (DoD, 1980a, 1980b, 1985a, 1985b)
and cessation of smoking that began during the mid-1980s (DoD, 1986b, 1994).

Despite notable progress, there is still room for considerable improvement in some
areas. Cigarette smoking remains common, affecting about one in every three military
personnel, and the rate of heavy drinking--the consumption level most likely to result in
alcohol-related problems--affects slightly more than one in six active-duty personnel.
Further, when we adjusted the estimates of heavy drinking to reflect changes in the
sociodemographic composition of the Military, we found that the 1995 rate had not
changed significantly from the 1980 rate. This finding suggests that the observed declines
in heavy drinking from 1980 to 1995 (unadjusted rates) were largely a function of changes
in the demographic composition of the Military and that additional efforts will be needed
to reduce heavy drinking.

The Military has also made progress in a number of areas toward meeting selected
Healthy People 2000 objectives, but primarily in areas that are mandated by military
regulations. They will need to expend considerable effort to meet the objectives in all
areas by the year 2000. Findings suggest that the largest gaps and greatest challenges
will be to meet the objectives for smoking, smokeless tobacco, blood pressure checks,
controlling high blood pressure, reducing hospitalization rates, and increasing helmet use
by bicyclists. ‘
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4. ALCOHOL USE

This chapter presents detailed analyses of alcohol use among military personnel;
we examine trends in alcohol use, Service comparisons, correlates of alcohol use, negative
effects of alcohol use, participation in counseling and treatment for alcohol problems, and
military/civilian comparisons of use. As described in Chapter 2, we have defined alcohol
use in terms of both absolute ounces of alcohol (i.e., ethanol) consumed and heavy alcohol
use. Negative effects of alcohol use include serious consequences, productivity loss, and
dependence symptoms. We have included in Appendix D additional information on
sociodemographic characteristics associated with alcohol use (Tables D1 to D5).

4.1 Trends in Alcohol Use

In this section, we provide two sets of estimates of alcohol use for the survey years
from 1980 to 1995: the average daily ounces of alcohol (ethanol) and heavy alcohol use in
the past 30 days. For each measure, we provide both observed (unadjusted) estimates and
adjusted estimates; the latter take into account changes in sociodemographic
characteristics over the course of the surveys.

4.1.1 Average Daily Ounces of Alcohol

D)

As shown in the unadjusted portions of Table 4.1, the average amount of
ethanol consumed per day has decreased substantially since 1980 for all DoD personnel
and for personnel from the individual Services. For the total DoD, the amount decreased
from 1.48 ounces per day in 1980 to 0.83 ounce in 1995. This represents a 44% decrease
over the 15-year period. The decreases from 1985 to 1988 and from 1988 to 1992 were
statistically significant. Between 1992 and 1995, the average amount of ethanol
consumed per day increased slightly, from 0.81 ounce per day in 1992 to 0.83 ounce per
day in 1995. This increase was present for personnel from the individual Services, with
the exception of the Air Force, which decreased from 0.57 ounce in 1992 to 0.53 ounce in
1995. None of these latter changes, however, is statistically significant.

Over the 15-year period, alcohol consumption among members of each of the
individual Services also decreased substantially (see the unadjusted portions of Table 4.1).
We observed significant decreases of 43% for Army personnel, 45% for Navy personnel,
37% for Marine Corps personnel, and 51% for Air Force personnel. Consumption among
Air Force personnel was by far the lowest of all the Services in each of the survey years
and showed the greatest decrease.

The observed decreases in alcohol consumption may partially reflect changes in th